Healthy Maine 2 OZ O

Maine Center for Disease
Control and Prevention

An Office of the
Department of Health and Human Services

Paul R. LePage, Governor Mary C. Mayhew, Commissioner B




Monitoring

the health of
Mainers

to help them

live healthier and
longer lives.




Table of Contents

0 T6 18t (o) o 2
Health EqUItY . . oottt e e ettt e e e e et e e 4
A S o ettt et e e e e e e e e 12
(O 0103 0 T ) 1Y 20
Environmental Health .. ... . . 32
TN ECTIOUS DISEASE .« v vttt ettt ettt e et et e et et e et e e e et e e e e e e 42
Injury and VIOlencCe. . . ... e 52
Mental Health. ... ... e 62
Occupational Health. . ... ... e e e 70
Physical Activity and NULTItON . . . ..o .o it e e et e e e 78
Public Health Emergency Preparedness. ... ..ottt eee it e aeieenns 86
Public Health Infrastructure and Health Information Technology ................................ 92
Reproductive Health. ... ... o e e 100
SUDSTANCE ADUSE ...\ttt ettt et et e e e e 108
AP PENAIX A Lo 120

APPENAiX B ..ottt e 132



2

Introduction

Welcome to the Healthy Maine 2020. This
document provides a brief overview of the key
public health indicators in Maine, briefly describes
some of the State’s current health issues, and
establishes goals for improvement in the next
decade. This is one of several current efforts to
monitor the health of Mainers and help them live
healthier and longer lives. While past Healthy
Maine reports have been longer and more
comprehensive, Healthy Maine 2020 will focus on
introducing the Healthy Maine 2020 objectives.
As complementary resources, the 2012 State Health
Assessment provides additional health status data
and the 2013 State Health Improvement Plan will
address in more detail strategies to meet shorter
term goals.

Goals for Healthy Maine 2020

1. Attain high-quality, longer lives free of
preventable disease, disability, injury, and
premature death.

2. Achieve health equity, eliminate disparities,
and improve the health of all groups.

3. Create social and physical environments that
promote good health for all.

4. Promote quality of life, healthy development,
and healthy behaviors across all life stages.

HEALTHY MAINE 2020

As a guide for this brief, Maine’s public health
leaders and community stakeholders used Healthy
Maine 2010 and the federal Healthy People 2020
plan. While there is some alignment with Healthy
People 2020, the work in the following Healthy
Maine 2020 chapters reflects the unique vision
and challenge of addressing public health issues
in Maine, and focuses on the data available
specifically for Maine.

Healthy Maine 2020 presents thirteen key areas

of public health, many of which were previously
addressed in Healthy Maine 2010. Those interested
in the progress made in the last ten years should
consult the Healthy Maine website listed at the

end of this introduction. Many of the objectives
presented in Healthy Maine 2010 will continue to be
tracked, while also adding some new ones to reflect
changes in both health status and public health
systems and practice over the last ten years.



Document Qutline

Healthy Maine 2020 consists of thirteen chapters.
The first chapter, Health Equity, summarizes
public health issues across all the topic areas as
they are experienced by specific population groups
in Maine. Some of these populations struggle

with barriers to accessing medical services and
implementing healthy behaviors that result from
unique conditions. While the availability of reliable,
quantifiable measures and data is inconsistent at
best, this chapter serves to remind us of the areas
where we can expand our current efforts in public
health and continue to work to provide all Maine
people an equal opportunity for healthy lives.

The remaining twelve chapters present an overview
of specific public health topic areas for Maine and
the selected ten-year objectives for those topics.
While these topics are not all-inclusive, they
attempt to broadly cover the major public health
issues in Maine. In contrast, the national Healthy
People 2020 consists of 42 topic areas, some of
which are combined in Healthy Maine 2020.

Healthy Maine 2020 is designed to facilitate easy
access to information for reporting, planning, and
responding to public health issues in the state of
Maine. For each topic area chapter, the following
information is provided:

+ Why this topic area or public health issue is a
concern for Maine;

+ What the general public health response or
strategies are to address the topic;

* Charts and graphs presenting data collected on
the health objective measures for this topic area;

« Interpretation of the data defining progress made
and needs in meeting health objectives in the
topic area;

* The potential impact for selected vulnerable
populations specific to the topic area.

Uses for this Document

* Use as a reference for planning public health
programs and projects.

* Use as a source for data on public health
efforts and outcomes in Maine.

* Use as a resource for report writing.

Further information:

Healthy People 2020:
healthypeople.gov/2020/default.aspx

Healthy Maine:
maine.gov/dhhs/mecdc/healthy-maine/index.shtml

Maine’s 2012 State Health Assessment:
maine.gov/dhhs/mecdc/phdata/sha/index.shtml

INTRODUCTION
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Health Equity

Introduction:

Over the last century Maine has made progress
in protecting and improving health and reducing
the differences in health outcomes between
groups defined by their social, demographic,
environmental, and geographic characteristics.
However, some health inequalities persist
between the general public and certain groups or
populations.

Maine Summary Health Measures

Different populations in Maine have specific
health disparities, some of which are highlighted
in the other chapters of Healthy Maine 2020. In
addition, there are disparities in general health
measures, including life expectancy, general
health status, and years of potential life lost.

A core Maine value is fairness. Health equity in
Maine means all people deserve a fair opportunity
to make the choices that allow them to lead
longer, healthier, and more productive lives. We
have known that the risk for death, illness and
injury, unhealthy behaviors, and reduced access
to high quality care increases when income and
education are lower. However, data now shows
additional elements of social disadvantage (such
as income inequality between groups) are also
factors (determinants) which impact population
health, and can have an additive impact over the
lifespan. Intervention research shows many of these
persistent health disparities are not inevitable —
many can be changed or prevented.!

Known health inequities are linked to factors

such as race/ethnicity, income, lifetime education,
gender, disability, sexual orientation, age, and
geographic location. People at some stages of the
lifespan have extra vulnerability due to dependence
on others for one’s welfare and health. We also
recognize increased vulnerability in other specific
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Maine populations as well, such as those with

low proficiency in English, cultural challenges
experienced by newly arrived refugees, or

trauma experienced by our veterans. To protect

and improve population health for all requires
working towards health equity. Eliminating health
disparities requires a multi-sector, multi-level
approach that includes all segments of a community
and taking specific action for certain groups on the
determinants of health.

Life Expectancy

Maine’s life expectancy rates are a stark
illustration of health disparities. By this measure,
Maine ranks as one of the healthier states in the
nation.

Average life expectancy rates in Maine’s
16 counties vary by as much as 3.2 years
(78.8 yrs. -75.6 yrs. in 2009).2

Life expectancy rates are more than 20 years
lower for members of the four Tribal nations
in Maine compared to Maine residents.?

Over the last decade, the life expectancy for
women in Washington County decreased. This
is the only county in New England to see such
a decrease.*

In other words, where any group of people
lives in Maine is one factor linked to more
vulnerability to their premature death.

Each of the chapters in Healthy Maine 2020
highlights a population for which evidence shows
a higher rate of preventable disease, injury or
other health-related condition related to the key
area. The highlights do not include all populations
disproportionately affected in that area, but

serve to point out an example where targeted
actions with a specific population are necessary

to effectively address a health disparity. Systems
and communities shape our health, as do our



own behaviors, so healthy lives are dependent on
multiple factors at every level. This chapter serves
as a primer for the issues related to health equity
and health disparities.

Data Limitations related to Disparities
Populations:

Maine, like many other states, does not collect
sufficient data to consistently or systematically
monitor and address health disparities in all
populations. Survey samples and populations

of some demographic subgroups can be too

small to yield valid and reliable data. Lack of
consistency across survey systems (i.e. using the
same definitions and data collection methods)
may prohibit combining datasets to achieve larger
samples or track trends. In a rural state, small
population numbers make it challenging to develop
statistically reliable and anonymous data for some
health problems. Where we have state or sub-
state quality data to reference in this document,
we do note disparities that are visible in the data.
When data is lacking, Maine in practice relies on
the national level evidence for data on specific
populations to infer potential impacts on health
for specific populations. While the data on health
disparities is limited in this Healthy Maine 2020
Brief, more complete information is provided in the
2012 State Health Assessment.

Populations with Persistent Health Disparities
Maine has a total population of 1,328,361 people.’
This population includes subset groups who
experience persistent health disparities. According
to the 2012 National Plan of Action to End Health
Disparities a health disparity is defined as “a
particular type of health difference that is closely
linked with social or economic disadvantage. Health
disparities adversely affect groups of people who
have systematically experienced greater social and/
or economic obstacles to health and/or a clean
environment based on their racial or ethnic group;

religion; socioeconomic status; gender; age; mental
health; cognitive, sensory, or physical disability;
sexual orientation; geographic location; or other
characteristics historically linked to discrimination
or exclusion.’

Health disparities are linked to the social
determinants of health. This term includes the
resources and social conditions in which people are
born, live, learn, work, play, worship, and age which
affect a wide range of health, functioning, and
quality-of-life outcomes and risks. It is important to
note that this section highlights many populations
with persistent health disparities, but is not a
comprehensive list.

Race and Ethnicity

Race and Ethnicity classifications were last defined
by the Office of Management and Budget (OMB) in
1997, which includes five race categories (Black or
African American, White, Asian, American Indian
or Alaska Native, and Native Hawaiian or Other
Pacific Islander) as well as one ethnic population
(Hispanic/Latino or non-Hispanic/Latino).” In
addition, the Census and many health surveys allow
for the self-designation of multiple races by an
individual, which is often presented as a “two or
more races” or “multiple races” category.

Change in Population, by Race/Ethnicity

N T T

White 1,236,014 1,264,971 2.3%
Black/African American 6,760 15,707 57.0%
American Indian /Alaska 7,098 8,568 17.2%
Native

Asian 9,111 13,571 32.9%
Native Hawaiian /Pacific 382 342 -11.7%
Islander

Some other Race 2,911 4,261 31.7%
Two or More Races 12,647 20,941 39.6%
Hispanic 9,360 16,935 44.7%
Non-Hispanic 1,265,563 1,311,426 3.5%
Total Population 1,274,923 1,328,361 4.0%

factfinder2.census.gov US Census 2010

HEALTH EQUITY



For several years, numerous research studies have
demonstrated that members of a racial or ethnic
minority group experience more health disparities
and receive lower quality health care than majority
groups. In general, white non-Hispanic people have
better health outcomes as a racial/ethnic category.®

In Maine, the number of racial and ethnic
minorities has increased since the 2000 Census.
In a comparison from the 2000 to 2010 Census,
Maine’s total population grew slowly at 4%, while
the percentage of change for most race/ethnicity
categories other than white or non-Hispanic has
seen marked growth, ranging from 17.2% to 57.0%.°
Further, as the next section will detail, those who
belong to a race or ethnic group other than white,
non-Hispanic are much more likely to live in
poverty. Nearly half of the Black/African Americans
and over a third of all American Indian/Alaska
Native in Maine are in poverty.*°

Maine and US Population and Poverty by Race/Ethnicity

| i | ey
e e

White 72.4% 95.2% 13.0% 11.8%

Black/African American 12.6% 1.2% 28.1% 42.6%

American Indian /Alaska 0.9% 0.6% 29.5% 35.9%

Native

Asian 4.8% 1.0% 12.8% 16.7%

Native Hawaiian /Pacific 0.2% 21.5% 24.7%

Islander

Some other Race 6.2% 0.3% 28.5% 32.8%

Two or More Races 2.9% 1.6% 21.4% 24.3%

Hispanic 16.3% 1.3% 25.8% 11.8%

Non-Hispanic 83.7% 98.7% 11.0% 25.5%

2010.census.gov/2010census/data; factfinder2.census.gov

While small numbers have limited our knowledge
of disparities for various racial and ethnic
populations in Maine, we know that disparities exist
at a national level and these are likely to be affecting
Maine’s racial and ethnic minorities. Given cultural
differences in many of these populations, whether
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they are new residents or have lived in Maine for
generations, culturally appropriate services need
to be developed. This highlights the need for both
general and focused education and interventions in
our public health efforts.

Socioeconomic Status

The US Center for Disease Control and Prevention
defines socioeconomic status as a composite
measure that typically incorporates economic
(income), social (education), and work status
(employment). Each of these is considered an
indicator, and they are related but not the same.
Income, education, wealth and neighborhood
income have significant effects on health, ability
to choose healthy lifestyles and access to health
services.

Socioeconomic Comparison (2008-2009)

Income

People in Poverty 15.9% 14.1%
Education Status of those in Poverty
Less than High School

15.9% 25.1%

High School Graduate 27.9% 11.9%

Some College/Associate Degree 14.2% 8.4%

Bachelor’s Degree or Higher 10.5% 3.7%

Graduation Rate 75.5% 83.8%

Employment

Unemployment Rate 10.3% 8.6%

factfinder2.census.gov 2008-2009;
nces.ed.gov/programs/coe/indicator_scr.asp#info

Poverty is one of the most significant factors in
determining health outcome." Poverty is associated
with adverse social and physical development,
particularly in early childhood. Those in poverty
suffer higher rates of psychological disorders, poor
academic and social functioning, and increased
prevalence of chronic disease outcomes.

Education is one of the strongest predictors of
health: the more schooling people have the better
their health is likely to be. Research evidence



suggests that education exerts the strongest
influence on health likely because of its strong
relationship to both income and occupation. A
higher proportion of those who do not complete
high school live in poverty as compared to those
in another educational group.’? Those with more
education have more opportunities for better
paying jobs, housing in safer neighborhoods, access
to nutritious foods and better medical care and
health insurance. In 2012, Healthy People 2020
adopted a measurable objective to increase rates
of high school graduation as an intervention to
improve health status.

Lesbian Gay Bisexual Transgender (LGBT)

The acronym LGBT is often used as an umbrella
term as if there was one single community. In fact
it refers to several distinct groups, each with its
own subgroups defined by their race and ethnicity,
socioeconomic status, age, geographic location and/
or other factors. The 2011 Institute of Medicine
study of the health needs of lesbian, gay, bisexual
and transgender people described this population
as consisting of two overlapping categories:

sexual orientation and gender identity. “Sexual
orientation” refers to some combination of sexual
attraction, behavior or identity, with the shared fact
of not being exclusively heterosexual, and includes
lesbians, gay men, bisexual men and women along
with those people who do not use such a label but
who nevertheless experience same-sex attraction
or engage in same-sex sexual behavior. “Gender
identity” refers to a person’s identification and
presentation to a gender, which may be different
than the sex assigned to them at birth. People

with gender identities that are not the same as
their biological sex at birth are often referred to as
“transgendered” a term that includes those people
who vary from or reject traditional cultural norms
of gender.®®

Sexual Orientation, by County

Heterosexual Homosexual Bisexual m
Androscoggin 97.2% 1.5% 1.2% 0.2%
Aroostook 98.8% 0.4% 0.5% 0.4%
Cumberland 96.6% 1.9% 1.0% 0.4%
Franklin 96.8% 0.7% 1.2% 1.2%
Hancock 96.1% 1.5% 1.5% 0.9%
Kennebec 97.2% 1.7% 0.8% 0.3%
Knox 97.3% 1.0% 1.1%
Lincoln 97.3% 1.4% 1.1%
Oxford 97.0% 1.3% 1.5%
Penobscot 98.0% 1.0% 0.7% 0.2%
Piscataquis 97.9% -- 0.9%
Sagadahoc 97.5% 1.5% 0.8%
Somerset 97.4% 0.8% 1.4% 0.4%
Waldo 96.7% 2.4% 0.6%
Washington 97.7% 0.8% 0.6% 0.9%
York 96.6% 1.5% 1.5% 0.4%

Behavioral Risk Factor Surveillance System 2007-2009

In Maine, data on the lesbian, gay, bisexual and
transgendered populations has been very limited.
2010 US Census data captured same sex couples
living together, but not other lesbians, gays,

or bisexuals. Since 2004, a question on sexual
orientation has been asked on Maine’s Behavioral
Risk Factor Surveillance System (BRFSS). The
BRFSS data demonstrates that there are LGB
populations throughout the state of Maine in every
county. LGB data is also collected on the Maine
Integrated Youth Health Survey for high school
students, who more frequently report lesbian, gay
or bisexual orientation. No on-going surveys or
other health related data sources collect data on
transgendered people in Maine.

Disability

The term “disabled” covers a continuum of
conditions that may include physical, cognitive,
developmental and/or mental impairment. In
2001 the World Health Organization simplified the
definition of disability by framing the continuum
into two linking concepts of limitations in personal
functioning ( basic activities such as mobility)

and limitations in community life, (more complex

HEALTH EQUITY
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activities and interactions.)* In 2012, the BRFSS
survey used this frame and began asking two
questions: (a) need for special equipment (cane,
wheelchair, special bed, or special telephone) and
(b) activity limitations as a result of physical, mental
or emotional problems.’

Disahility Status of Maine People

Total

Population 15.5% 84.5%
Education
Less than High School

20.8% 6.1%

High School Graduate 38.9% 31.9%

Some College/Associate Degree 26.2% 30.0%

Bachelor’s Degree or Higher 14.1% 32.0%
Employment (Non-institutionalized population)
21.4%

Unemployment Rate 26.4%

Not in Work Force 73.7% 67.9 %

Poverty
Below 100% FPL

23.0% 10.9%

factfinder2.census.gov 2010

When the disability causes someone to be unable

to take part in activities that contribute to one’s
personal growth, fulfillment and community
inclusion, health outcomes are adversely affected.
It has been shown that those with disabilities have
experienced difficulty with attaining the health care
they need, have less access or use less preventative
services, receive less social and emotional support,
and have a higher unemployment rate.®

In Maine, over 200,000 people have a disability
and are not institutionalized.” They are three times
more likely to not finish high school than someone
without a disability and twice as likely to be in
poverty and have a notable higher unemployment
rate. As discussed earlier, income and education are
two key factors in determining health status.

HEALTHY MAINE 2020

Geography
Where you live can affect your health. Research
studies have shown that:

* Rural Americans are more likely to have chronic
illnesses, such as high blood pressure, heart
disease, and diabetes.

+ While gun fatalities from homicide are higher in
urban areas, suicides caused by gun fatalities are
disproportionately higher in rural areas.

« Many rural Americans lack access to treatment
because appropriate transportation is either
unavailable, too costly or healthcare facilities are
too far from home.'

The Centers for Disease Control and Prevention,
National Center for Health Statistics has developed
an Urban-Rural Classification Scheme for counties.
The scheme is built upon the Office of Management
and Budget delineation of metropolitan and
nonmetropolitan counties and uses the cut point

of the US Department of Agriculture Rural-Urban
continuum codes. The six developed categories are:

* Metropolitan Counties

— Large central metro: Counties in Metropolitan
Statistical Area (MSA) with 1,000,000 or more
population that contain at least 250,000 in the
principal city (none in Maine)

— Large fringe metro: Counties in MSA over
1,000,000 that do not meet the large central
classification (none in Maine)

- Medium metro: Counties in MSA of 250,000-
999,999 (Cumberland, Sagadahoc and York)

— Small metro: Counties in MSSA of 50,000-
249,999 (Androscoggin and Penobscot)

« Nonmetropolitan Counties
- Micropolitan: Counties in micropolitan
statistical area (Kennebec and Knox)
— Noncore: Counties not in a micropolitan
statistical area (all other Maine counties)



Urhan-Rural Classification

Urban-Rural Population Poverty

Classification
Androscoggin Small Metro 107,702 14.2%
Aroostook Noncore 71,870 15.7%
Cumberland Medium Metro 281,674 10.7%
Franklin Noncore 30,768 16.8%
Hancock Noncore 54,418 12.4%
Kennebec Micropolitan 122,151 12.2%
Knox Micropolitan 39,736 11.4%
Lincoln Noncore 34,457 9.8%
Oxford Noncore 57,833 13.4%
Penobscot Small Metro 153,923 16.3%
Piscataquis Noncore 17,535 16.9%
Sagadahoc Medium Metro 35,293 9.4%
Somerset Noncore 52,228 18.5%
Waldo Noncore 38,786 14.5%
Washington Noncore 32,856 20.4%
York Medium Metro 197,131 8.7%

Behavioral Risk Factor Surveillance System 2007-2009

In the United States, 65.3% of all counties are in
Nonmetropolitan or Rural counties, yet only 16.7%
of the nation’s residents reside in them. In Maine, 11
of the 16 counties (or 68.8%) are in nonmetropolitan
counties with 41.6% of residents living in these
areas. For Metropolitan counties in Maine, the
average poverty rate is 11.7% versus 14.2% for
Nonmetropolitan areas. Further, for Noncore
counties in Maine, the poverty rate is 15.2%." This
demonstrates that, in Maine, the more rural the
area, the higher the rate of poverty. Living in a rural
area means negotiating challenges to access to
personal health and social services, and prevention
services for the whole community. While rural
communities are rich in assets of people and local
community, living in more-rural to most-rural areas
is a determinant of health by itself.

Gender

Merriam-Webster dictionary defines gender as the
behavioral, cultural, or physiology traits associated
with one sex (male or female). While the term sex

is a biological distinction, gender refers to socially

constructed roles. Health disparities between men

and women occur when differences between men
and women systematically favor one group over the
other. For example, research has shown that:

+ Women may live longer than men, but they also
tend to suffer more disease and disability during
their lifetime.

* Depression is twice as common among women
compared to men, and is predicted to be a leading
cause of disability by 2020.

* Victims of intimate partner violence are five times
more likely to be women than men.

* Men of all race/ethnicities are two to three times
more likely to die in motor vehicle crashes than
are women, and death rates are twice as high
among American Indians/Alaska Natives.

* Men of all ages and race/ethnicities are
approximately four times more likely to die by
suicide than females.?®

Gender Comparison

Poverty

Below 100% FPL 6.3% 7.9%
Education

Less than High School 12.5% 10.5%
High School Graduate 34.0% 28.1%
Some College/Associate Degree 43.5% 49.5%
Bachelor’s Degree or Higher 10.1% 11.8%
Poverty, by education

Less than High School 25.5% 26.4%
High School Graduate 12.1% 16.3%
Some College/Associate Degree 8.3% 11.3%
Bachelor’s Degree or Higher 5.0% 5.0%

factfinder2.census.gov 2010

HEALTH EQUITY
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In Maine, the female population is older than

most other states with a median age of 43.4 years.
Maine women are more likely to be poor, in poverty
despite educational status, and over the past 10
years, more racially diverse. In the Maine Women’s
Health Report 2011, findings demonstrated that:

* Maine women’s earnings lag behind those of men,
this trend becomes more pronounced as women
age. In 2009, the median income for Maine males
of all ages and occupations was $42,156 and for
Maine females it was $32,314.

* Poverty is a challenge facing many Maine
women, especially older women and women with
children. Between 2005-2009, 12.2% of Maine
women 65 years or older lived below the federal
poverty level, compared to only 6.7% of men 65
years or older. In Maine, between 2005 and 2009,
an estimated 8.6% of families lived in poverty.
Among female-headed single parent families with
children, 39.3% were living in poverty compared
to 5.5% of married couples with children and
20.6% of families with male head of household
with children.

« Education and income were inversely related to
unhealthy physical and mental health days per
month. Women who had not graduated from high
school reported more than two times the number
of mentally unhealthy days and three times the
number of physically unhealthy days per month
compared to women with a college degree.”

Age

The leading causes of death differ at each phase of
life, based on biologic as well as social needs and the
environment in which people live. Some differences
in health status and risks are developmental

in nature, while others related to increased
vulnerabilities such as being very young, or very
old, when there is basic dependency on others for
aspects of daily living (shelter, food, mobility, etc.).
Social determinants of differing cultural and social

HEALTHY MAINE 2020

norms influence access to services and supports for
functioning and health status for people in different
age groups.

The 2010 US Census estimates Maine has a median
age of 42.7 years, which is the highest in the

United States. An aging population, a low birthrate,
and a small minority population are all listed as
contributing factors. Maine has a lower percentage
of 0-18 year-olds and a high percentage of people 65
years and older. Both elders and parents of young
children 5 and under face barriers, such as lack of
access to transportation, which make accessing
health care services challenging for them.?
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Access

Background

Access to timely, appropriate, high quality and
regular health care and preventive health services
is a key component of maintaining one’s health.
Good access to health care can be limited by
financial, structural and personal barriers. Access
to health care is impacted by location of and
distance to health services, availability of
transportation, the cost of obtaining the services,
including the availability of insurance, the ability
to understand and act upon information regarding
services, the cultural competency of health care
providers and a host of other characteristics of the
system and its clients.

Health Equity Highlight: Rural Populations

In the 2008 Plan for Improving Rural Health

in Maine, “‘every rural hospital, every rural
provider and every rural community’” was found
to be at risk, and the current system was found to
be unsustainable.!

The report also found that “Maine’s rural
residents are generally poorer, older, sicker and
have more chronic illnesses, higher rates of
substance abuse and mental illness, and greater
access barriers than non-rural residents.”’!

* 61% of Maine residents live in rural areas.?

* Asof 2011, 6% of all Maine residents live in
a primary care health professional shortage
area.?

* Asof 2011, 15% of all Maine Residents
live in a mental health professional shortage
area.’

* Asof 2011, 21% of all Maine residents live
in a dental health professional shortage area.*

Maine’s Health Professional Shortage Areas are
primarily found in rural areas of the state.

HEALTHY MAINE 2020

Timely access is a key to managing illness, disease,
and injury at stages when they are easier and

less costly to treat.? A medical provider who
establishes a regular and consistent relationship
with a patient (often called a “medical home”) can
serve as a monitor and system guide, advising and
referring patients so that their health issues can be
treated promptly. A condition that is not treated

or prevented can lead to expensive inpatient or
emergency room admissions. Lack of insurance and
the unavailability of providers who can serve the
client are major barriers to timely treatment.?

The U.S. Department of Health and Human Services
Health Resources and Services Administration
(HRSA) has designated some parts of the U.S.

as Health Professional Shortage Areas (HPSAs)

and Medically Underserved Areas or Medically
Underserved Populations (MUAs/MUPs).®

An HPSA is characterized by having shortages

of primary medical care, dental or mental health
providers and may be based on geography

(e.g. a county or service area), demography (e.g.

low income population) or institutional capacity
(e.g. presence of a comprehensive health center,
federally qualified health center or other public
facility). MUAs/MUPs are areas or populations
designated by HRSA as having too few primary care
providers, high infant mortality, high poverty and/
or high elderly population. Access in these areas is
especially limited.’

Maine has a shortage of both primary care
providers and dentists. There is an even greater
shortage of health care specialists in rural areas
throughout the state. For example, it is not atypical
for a resident to have to drive 75 minutes one way
for dental services or three hours one way for
dialysis. Every county in Maine has some areas
designated as “medically underserved” and the list
of HPSAs for dentistry is much longer than the list
for primary care providers.®



The Public Health Response

Public health efforts to extend and protect access
to usual primary care providers (medical homes)
support healthy lives.? Investment in electronic
medical records (EMR), as suggested by the
Centers for Disease Control and HRSA,* leads to
better coordination of care and timely treatment.®
Extending the reach of the healthcare system with
the use of telehealth services’ and allied health
professionals (such as nurse practitioners and
physician assistants) can also reduce barriers to
access.

Maine is improving public access to health care
providers through several programs:

« Office of Rural Health and Primary Care
recruitment and retention

« Office of MaineCare CHIP (Child Health
Insurance Program) Medicaid expansion

* Maine Health Access Foundation grant programs
to improve access

» Eastern Maine Medical Center’s telehealth
program

* Maine Medical Center’s patient navigator
program

HM2020 Objectives

1. Increase the proportion of persons with a
usual primary care provider
Primary care providers can help provide continuity
of care, assurance of preventive care, better
screening rates, guidance on healthy behaviors,
and better care management for those with chronic
conditions. Health cOare reform may offer an
opportunity to increase the percentage of adults
with a primary care provider.

The proportion of Mainers with a usual primary
care provider has remained stable at about 82%
over the last ten years. The Healthy Maine 2020
target is 89%.

Proportion of 18+ Year-old Who Have One Person They Think of as Their
Personal Doctor or Healthcare Provider, Maine, 2001-2010

100% N
80% | e——8——0—0—8—0——o—0—0—0 89.0
60% 1 809 833 81.1 83.1 82.2 829 82.0 82.0 83.2 83.4

40%
20%
0%

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2020
Target

Source: Behavioral Risk Factor Surveillance System

2. Increase the proportion of people of all ages
with health insurance.
Those without medical and dental insurance are
more likely to forego preventive and acute care and
are less likely to adequately manage their chronic
diseases. They are more likely to use emergency
rooms for health care needs and to delay care. The
lack of care or delays in care can result in more
extensive and expensive treatment for conditions
that would have been easier and less costly to treat
earlier. People with any insurance are more likely to
seek needed health care, including dental services.
Many health insurance policies are employment-
based, so self-employed and non-working adults are
more likely to lack insurance. Health care reform
may offer an opportunity to increase the percentage
of people with medical insurance, but does not
include dental insurance. State and federal budget
restraints as well as a poor economic outlook could
threaten the availability of both public and private
insurance.

The proportion of Mainers with insurance has
remained stable at around 90% over the last ten
years. The Healthy Maine (and the Healthy People
2020) goal is to achieve complete coverage by 2020,
at which time the nationwide health insurance
mandate will have been in place for six years.

The proportion of people with dental insurance

is significantly lower than the proportion with
medical insurance. Most dental policies are limited
by caps in the total amounts of expenses that

they cover, so although people may have coverage
for preventive and some restorative care, that
coverage may not be sufficient for more extensive
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Proportion of Adults 18+ and Children 17 or Younger with Health Insurance, Maine, 2002-2010

100%
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90% 7

85% ]
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|
2002 2003 2004 2005 2006 2007 2008 2009 2010 2020
Target

& Percent children insured 92.3% 95.3% 94.8%

92.6% 93.8% 95.5% 94.4% 96.0% 95.6% | 100.0%

= Percent adults insured 88.9% 89.0% 89.5%

89.6% 90.4% 90.4% 88.6% 88.4% 89.3% | 100.0%

Percent all ages insured 89.6% 90.4% 90.7%

90.2% 91.1% 91.5% 89.8% 90.0% 90.6% | 100.2%

Source: US Census-Current Population Survey

procedures. In addition, Medicare does not include
a dental benefit, so retired adults are more likely

to lack coverage for oral health care. Data for
dental insurance rates are less available than for
medical insurance. Currently only data for adults is
available.

2a. Increase proportion of children 17 years or
less with health insurance.

The proportion of Maine children (aged 17 years or

less) with insurance has remained stable at around

94% over the last ten years; the Healthy Maine 2020

goal is 100%.

2b. Increase proportion of adults 18+ with health
insurance.

The proportion of Maine adults (over 18) with

insurance has remained stable at around 89% over the

last ten years; the Healthy Maine 2020 goal is 100%.

2¢. Increase proportion of adults 18+ with dental
insurance.

The proportion of Maine adults (over 18) with

dental insurance has shown some improvement

over the last ten years. Since Health Care Reform

does not include dental insurance, full coverage

is not expected in the next decade. The Healthy

Maine 2020 goal is 58.6%.

HEALTHY MAINE 2020

Proportion of Adults 18+ Years Old That Have Dental Insurance
Maine, 2004, 2005, 2008
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3. Reduce the proportion of individuals who are
unable to obtain or delay obtaining necessary
medical care or dental care.

People who forego medical care, dental care and

prescriptions are less likely to get early (and less

costly) treatment, and to adequately manage their
chronic diseases. They are more likely to have poor
health outcomes.

The proportion of Mainers unable to get the
medical care they needed has remained stable at
around 10% over the last ten years; the Healthy
Maine 2020 goal is to reduce that to 9.4%.

The data for dental care has only been available
sporadically, but still consistently shows that the
proportion of Maine people unable to get needed
dental care is much higher than that for other



Proportion of Adults 18+ Years-0lds Who Needed to See a Dentist or Physician in the Past 12 Months,

but Could Not Because of Cost, Maine, 2003-2010
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health care. Over one third of the population
reported having been unable to get needed dental
care due to the cost in 2008, the last year this data
was collected. This data will be collected again in
2012. The Healthy Maine 2020 goal is to reduce that
to 31.9%.

4. Reduce the proportion of children who have
dental caries experience in their primary or
permanent teeth.

Dental caries is the disease process that causes

tooth decay (cavities). Lack of or late treatment of

dental caries in children’s primary and permanent
teeth indicates a risk for poor oral health that may
continue throughout their lifetimes. Poor oral
health can have other health effects and an impact
on economic status and quality of life.

In 2011, 12.7% of Maine kindergarteners and 27.2%
of 3rd graders had dental caries in their primary
or permanent teeth. The Healthy Maine 2020 goal
is to reduce those numbers to 11.4% and 24.5%,
respectively.

Proportion of Children Who Have Dental Caries Experience
in Their Primary or Permanent Teeth, Maine, 2011

100% 7
80% B 2011 M 2020 Target
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Source: Maine Integrated Health Youth Survey

5. Increase the number of community-based
organizations providing population-based
primary prevention services.

Access to population-based primary prevention in

key health areas can reduce injury and disease, save

health care costs, and reach those without access to
health care. A community-based approach to health
promotion and prevention compliments efforts to
increase health care access.

Current reports show that prevention activities are
happening across Maine, in all areas of concern.
Until additional data sources are developed to
allow for more detailed information on the access
to primary prevention resources, it is important

to ensure that the current level of coverage is
maintained through 2020.
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Methodology notes

1. Increase the proportion of persons with a
usual primary care provider

Measure: The percentage of those 18 years and older
who have one person they think of as their personal
doctor or healthcare provider.

Numerator: The number of respondents who
answer yes to “Do you have one person you think of
as your personal doctor or health care provider?”

Denominator: The number of respondents who
answer yes, no, or have more than one response to
the question.

Data source: Behavioral Risk Factor Surveillance
System (BRFSS).

Target-setting method: 10% improvement.

Other notes: Data are weighted and therefore the
numerator and denominator not shown in the
charts. Respondents who gave more than one
response to the question were counted as a “no.”

2. Increase the proportion of people of all ages
with health insurance

SUB-OBJECTIVES:

2a. Increase proportion of children aged 17 years or
less with health insurance.

Measure: Percent of children aged 17 years or less
with health insurance.

Numerator: Number of children aged 17 or less with
health insurance.

Denominator: The population of all children aged 17
or less.

Data source: Current Population Survey from the
US Census.

2b. Increase proportion of adults aged 18+ with
health insurance.

Measure: Percent of people aged 18 years and older
with health insurance.

HEALTHY MAINE 2020

Numerator: Number of people aged 18 and older
with health insurance.

Denominator: The population of all people aged 18
and older.

Data source: Current Population Survey from the
US Census.

2c¢. Increase proportion of adults aged 18+ with
dental insurance.

Measure: Percent of people aged 18 years and older
with dental insurance.

Numerator: Number of people aged 18 and older
with dental insurance.

Denominator: The population of all people aged 18
and older.

Data Source: BRFSS

Target-setting method: Selected based on the
Healthy People 2020 target (total coverage).

Other notes: This is the same measure and data
source as Healthy People 2020.

3. Reduce the proportion of individuals who are
unable to obtain or delay obtaining necessary
medical care, dental care or prescription
medicines

SUB-OBJECTIVES:

3a. Reduce the proportion of individuals who are
unable to obtain or delay obtaining necessary
medical care.

Measure: The percentage of 18+ year olds who
needed to see a doctor in the past 12 months, but
could not because of cost.

Numerator: The number of respondents who
answered yes to “Was there a time in the past 12
months when you needed to see a doctor but could
not because of cost?”

Denominator: The number of respondents who
answered yes or no to the question. If a respondent
gave more than one response to the question, the
response was classified as “no.”



3b. Reduce the proportion of individuals who are
unable to obtain or delay obtaining necessary
dental care.

Measure: The percentage of those 18 years or older
who did not visit a dentist or dental clinic in the
past year and cite cost as the reason.

Numerator: Number of respondents who answer
“yes” to “Do you have any kind of insurance
coverage that pays for routine dental care.”

Denominator: Number of respondents who answer
yes or no to the question.

Target-setting method: 10% improvement.

Other notes: Data are weighted, and therefore
the numerator and denominator not shown in
the charts. The Dental care sub-objective is
developmental since it has not been consistently
asked in the BRFSS survey.

4. Reduce the proportion of children and
adolescents who have dental caries
experience in their primary or permanent
teeth.

SUB-OBJECTIVES:

4a. Reduce the proportion of children aged 5 to
7 years with dental caries experience in their
primary teeth.

Measure: Percentage of kindergarteners with dental
caries experience in their primary teeth.

Numerator: The number of kindergarteners
screened who had dental caries experience.

Denominator: The total number of kindergarteners
screened.

4b. Reduce the proportion of children aged 7 to
9 years with dental caries experience in their
primary and permanent teeth.

Measure: Percentage of 3rd graders with dental
caries experience in their primary or permanent
teeth.

Numerator: the number of third graders screened
who had dental caries experience.

Denominator: the total number of third graders
screened.

Data source: The data is from the Maine Integrated
Youth Health Survey (MIYHS). Although the
survey was completed in 2011, the most recent data
available is currently 2009. Healthy People 2020
has a similar measure from the National Survey

of Children Health, but the age ranges are slightly
different: children ages 3-5 and children 6-9. This
survey is done via home visits, as opposed to the
school-based screening of the MIYHS.

Target-setting method: 10% improvement.

5. Increase the number of community-based
organizations providing population-based
primary prevention services.

Measure: The percentage % of DCCs reporting
activity in each of 9 areas.

Numerator: The number of topic areas in which
DCC’s report primary prevention activity, by DCC.

Denominator: 9 topics areas multiplied by
(8 DCCs + 1 tribal district) = 81.

Data Source: The data is from an annual survey

of DLs, DCCs and Tribal Liaisons. NACCHO has
identified 9 primary prevention topic areas: Injury,
unintended pregnancy, chronic disease programs,
nutrition, physical activity, violence, tobacco,
substance abuse, and mental illness. DCCs were
asked to report any activity that they were aware of

(regardless of funding source in each of these areas).

Activity reported by any one DCC member counted
as activity in that District. The data did not indicate
whether the activity was occurring district-wide,
or for all populations. It also does not measure the
effectiveness of those activities.

Target-setting method: The target was set as total
coverage, all topics areas in all districts.
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Other notes: This is the same objective as a Healthy
People objective, but uses a different data source,
since the HP 2020 objective uses a NACCHO
survey that also includes the Local Public Health
Departments, but does not collect from the variety
of stakeholders (DCC members) included in the
Maine survey.
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Chronic Disease

Background:

Chronic diseases, including cancer, diabetes, heart
disease and stroke are those that develop within the
body slowly, sometimes taking years for symptoms
to emerge. In 2004, nearly half of all Americans
were living with a chronic disease,! making it the
most common and costly of all health problems,
accounting for 83% of all health care spending.! A
patient is rarely cured of their chronic disease,” yet
the majority of all chronic diseases are preventable
and controllable, making prevention, screening,
and evidence-based management key strategies in
reducing the burden of chronic disease.

Chronic diseases impact Mainers across the
lifespan, and have far-reaching individual and
social consequences. Lost productivity influences
a person’s ability to work and attend school.! For
example, among children ages 5 to 17, asthma is the
leading cause of school absences from a chronic
illness, accounting for an annual loss of more

than 14 million school days per year nationally
(approximately eight days for each student with
asthma).? It is estimated that cancer, diabetes,
heart disease, stroke, and pulmonary conditions
like asthma cost Maine about $4.3 billion dollars
per year in lost productivity alone. These costs are
in addition to the costs for treatment of chronic
diseases.*

Chronic diseases are also the leading causes of
death for Maine and United States residents. More
than 60% of deaths among Maine residents in

2008 were caused by cancer, heart disease, stroke,
chronic lower respiratory disease, and diabetes.’
The top four causes of death in Maine are chronic
diseases: cancer, heart disease, chronic lower
respiratory disease, and stroke. Diabetes was the
seventh leading cause of death in Maine in 2008.°
Another impact for Maine is premature death. The
average life expectancy for Maine residents is 77.5
years. Each of these five chronic diseases is also in
the top ten causes in Maine of years of potential life
lost before age 75, cutting the lives of Mainers short
prematurely.”

HEALTHY MAINE 2020

Health Equity Highlight: Education Level

Maine adults with lower education levels are
significantly more likely to have asthma, high
blood pressure, diabetes, and other chronic
diseases, and are significantly less likely to have
received certain cancer screenings compared to
those with more education.®

Among Maine adults with less than a high school
education:

* Nearly 1in 5 (19%) have asthma, 1 in 3
(37%) have high blood pressure, and 15%
have diabetes. These rates are much lower
among Maine adults who are college
graduates; only 8.5% have asthma, 26% have
high blood pressure, and 6% have diabetes.®

* Only 67% of those aged 50+ years have ever
received a colonoscopy or sigmoidoscopy for
colorectal cancer screening, compared to 80%
of those with a high school education.®

* Only 78% of women aged 50+ years have
received a mammogram for breast cancer
screening within the past two years, compared
to 87% of those with a high school education.®

Education levels can impact understanding of
health information as well as access to health
care. Education level is also associated with
lifestyle behaviors and certain environmental
exposures. These may explain some of the
relationships between education levels and
chronic disease.

According to the U.S. Centers for Disease Control
and Prevention (U.S. CDC), much of the illness
and disability associated with chronic disease

is attributed to four primary health behaviors:
physical inactivity, poor nutrition, tobacco use and
excessive alcohol consumption. In fact, the U.S.
CDC estimates that 80% of heart disease, 80% of
diabetes, and 40% of cancers could be prevented if
people would only do three things: eat healthy; be
physically active; and not use tobacco.



The Public Health Response:

Effectively addressing chronic diseases takes
multiple partnerships across Maine. If residents
are exposed to messages that support healthy
choices and those behaviors are reinforced and
supported where people live, work, learn, and play,
the healthy choice becomes the easy choice. State,
district, and local partnerships can support the
individual at multiple levels. Communities, schools,
worksites, and healthcare organizations all play a
role. For instance, an individual with supportive
family, friends, and co-workers who lives in a
community that promotes healthy choices and
accesses healthcare providers that provide early
detection, follow up, and self-management support
is encouraged to manage their chronic disease.

Promoting healthy behavior changes (such as
regular physical activity, healthy eating, and
tobacco cessation) can both prevent and control
chronic disease in Maine. Maintaining a healthy
weight can help to prevent chronic disease and
modest weight loss can help to control many
chronic diseases such as prediabetes, diabetes and
hypertension. Screening and follow up according
to evidence-based guidelines is a key strategy in
reducing the burden of chronic diseases. Early
detection of chronic diseases is essential to proper
treatment and medical care, reducing the risk of
death from diseases such as breast, colorectal, oral,
cervical, and skin cancer. Management of diseases
like asthma, hypertension, high cholesterol, heart
failure, and diabetes according to evidence-based
guidelines can prevent more severe complications
of these diseases, including acute health events,
hospitalizations, and death. One component of early
detection and management is adequate access to
quality care.

The focus for chronic disease manage over the
next decade will be on key factors related to
chronic disease prevention. Representatives
from organizations across Maine prioritized
the following areas in planning sessions:

« Early detection of late-stage breast and colorectal
cancers;

« Promotion of healthy behaviors and self-
management for those who have been diagnosed
with hypertension, prediabetes, or diabetes; and

* Reducing emergency department use for asthma
and hospitalizations for heart failure.

HM2020 Ohjectives

1. Reduce hospital emergency department visits
for asthma
Many asthma-related emergency department (ED)
visits can be prevented by proper management of
the disease. The prevalence rate of current asthma
among Maine adults has increased slightly, but
not significantly, from 8.9% in 2000 to 10.0% in
2010; nationally the prevalence rate for adults with
current asthma is 8.6%. Maine children ages 5-9
are disproportionately affected by asthma, with a
current prevalence rate of 13.6%.

While the ED visit rate for Maine children less
than 5 years of age fluctuates up and down from
year to year (due to some imprecision in the point
estimates), there was a significant decline in rates
from 2001 to 2009. In 2009, 97.5 children under

age 5 per 10,000 had visited the ED for asthma; the
Healthy Maine 2020 goal is to reduce that to 96 per
10,000.
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Age-specific ED visit Rate for Asthma (Principal Diagnosis), Per 10,000 Population, Maine 2000-2009
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Source: Behavioral Risk Factor Surveillance System

The ED visit rates for those aged 5-64 years and

for those 65 or more years also vary considerably
from year to year. In general, there was some
improvement for age 5 to 64 over past decade, with
perhaps a very slight decline, as rates in more recent
years were generally slightly lower than those in
earlier years. For those 65 and older, there was no
improvement over past decade, as rates in recent
years were similar to those of earlier years. In 2009
the rate of ED visits for those aged 5 to 64 years
was 67 per 10,000 population, and for those aged
65 years or more the rate was approximately 40 per
10,000 population; the Healthy Maine 2020 goal

is to reduce those respective rates to 60 and 35 per
10,000 population.

HEALTHY MAINE 2020

2. Increase the percentage of cancer detected at
local stage
Detecting cancer at an early stage is an important
strategy to decrease cancer death rates. The five-
year overall survival rate for late-stage female
breast cancer ranges from 15% to 67%, compared
to 75% to 95% among those diagnosed at a local
stage. The five-year overall survival rate for patients
diagnosed with late-stage colorectal cancer range
from 3% to 65%, compared to more than 90%
among those diagnosed at local stage. Screening
according to guidelines can detect more cancers at
an early stage.

The trend chart shows that the incidence of late-
stage female breast cancer in Maine declined
between 2006 and 2008. The incidence of late-stage
colorectal cancer in Maine also generally declined
between 2004 and 2008. The most recent year

of data indicated that there were 39.1 new late-
stage female breast cancers diagnosed per 100,000



Incidence of Late-Stage Colorectal Cancer and Female Breast Cancer, Maine, 2004-2008
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population, and 22.7 new late-stage colorectal
cancers diagnosed per 100,000 population; the
Healthy Maine 2020 goal is to reduce those rates to
38 and 22 per 100,000 population, respectively.

3. Increase prevention behaviors in persons
with prediabetes

People with prediabetes are at very high risk of

developing diabetes. With increased prevention

Percentage of Adults With Prediabetes Who are at a Healthy Weight,
Maine 2008-2010
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Data source: Maine Behavioral Risk Factor Survey

behaviors, people who are diagnosed with
prediabetes can prevent or delay the onset of
diabetes. Losing modest amounts of weight and
being physically active can prevent or delay the
onset of diabetes in people with prediabetes.

In Maine, the percentage of people with prediabetes
who were at a healthy weight has not improved
substantially since 2008, when just 19.2% were at

Data source: Maine Cancer Registry

a healthy weight. The Healthy Maine 2020 goal is
for 23% of adults with prediabetes to be at a healthy
weight.

Percentage of Adults With Prediabetes Who are Getting
Recommended PhysicalActivity, Maine, 2009
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Data source: Maine Behavioral Risk Factor Survey

The percentage of adults with prediabetes

who were getting enough physical activity was
approximately 55% in 2009. The Healthy Maine
2020 goal is 60%.

4. Increase the proportion of persons with
diagnosed diabetes who receive formal
diabetes education

People with diabetes who receive formal diabetes

training are better able to self-manage their diabetes

and prevent or delay complications.

The percentage of Maine people with diabetes who
have received formal diabetes training has varied
somewhat from year to year, but has generally not
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Percent of Adults With Diagnosed Diabetes Who Report Receiving formal Diabetes Training, Maine, 2000-2010
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Data source: Maine Behavioral Risk Factor Survey

increased substantially over the decade. In 2010
61.7% of Mainers with diabetes had received formal
diabetes training; the Healthy Maine 2020 goal

is 68%.

5. Increase the proportion of adults with
hypertension who meet the recommended
guidelines

Hypertension (or high blood pressure) is a major

risk factor for heart disease, stroke, and kidney

disease. Losing a modest amount of weight, limiting
sodium intake, engaging in regular physical activity,
and avoiding heavy or binge drinking can help
control hypertension and prevent complications.

Thirty percent of Maine adults report that they
have been diagnosed with high blood pressure,
similar to the national rate of 28.7%.

5a. Increase the proportion of adults who report
having been diagnosed with hypertension
who are at a healthy weight
The percentage of Maine adults with hypertension
who were at a healthy weight declined somewhat
between 2003 and 2005; the rate was stable for the
rest of the decade. In 2009, 22.1% of adults with
hypertension were at a healthy weight; the Healthy
Maine 2020 goal is 24%.

HEALTHY MAINE 2020

Percentage of Adults With Hypertension Who Were at a Healthy Weight,
Maine, 2003, 2005, 2007, 2009
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Data source: Maine Behavioral Risk Factor Survey

5b. Increase the proportion of adults who report
having been diagnosed with hypertension
who report cutting down on salt

The percentage of Maine adults with hypertension

who reported cutting down on salt did not change

from 2007 to 2009. In 2009 66.6% of adults with

hypertension were cutting down on salt; the

Healthy Maine 2020 goal is 70%.

Percentage of Adults With Hypertension Who Were Cutting Down
on Salt, Maine, 2007, 2009
100%-~
80% 66.6 70.0
60% -
40%

20% -

0% T T 1
2008 2009 2020
Target

Data source: Maine Behavioral Risk Factor Survey



5c¢. Increase the proportion of adults who report  5d. Increase the proportion of adults who report

having been diagnosed with hypertension having been diagnosed with hypertension
who report engaging in the recommended who report no heavy or binge drinking
amount of physical activity The percentage of adults with hypertension who
The percentage of Maine adults with hypertension  did not engage in heavy or binge drinking did
who were engaging in the recommended level of not improve between 2007 and 2009. In 2009
physical activity increased somewhat from 2003 approximately 86% of adults with hypertension did
through 2007, and has since been stable. In 2009 not engage in heavy or binge drinking; the Healthy
approximately 48% of adults with hypertension Maine 2020 goal is 90%.

were engaging in sufficient physical activity; the
Healthy Maine 2020 goal is 53%.

Percentage of Adults With Hypertension Who Did Not Engage
in Heavy or Binge Drinking, Maine, 2007, 2009

Percentage of Adults With Hypertension Who Were Engaging in 100%- 86.0 85.7 90.0
Sufficient Physical Activity, Maine, 2003, 2005, 2007, 2009 80%
80% 1 60% -
60% - 48.6 477 53.0 40% -
LI =
40% 20%
0% T T 1
20% 7 2007 2009 2020
Target
0% T T T T 1
2003 2005 2007 2009 2020 Data source: Maine Behavioral Risk Factor Survey
Target

Data source: Maine Behavioral Risk Factor Survey
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6. Reduce hospitalizations of older adults with

heart failure as the principle diagnosis
People with heart failure are six to nine times
more likely to suffer sudden cardiac death than the
general population. Heart failure hospitalizations
have been increasing over time in the U.S.
Fortunately, heart failure can be prevented by
treating or preventing conditions that lead to heart
failure (like hypertension, coronary heart disease,
and heart attack) and evidence-based medical

management of heart failure can improve outcomes.

Among Maine residents 65-74 years of age,

there was a steady decline of 32% in the heart
failure hospitalization rate between 1999 (11.2
hospitalizations/1,000 population) and 2009 (7.6
hospitalizations/1,000 population). The Healthy
Maine 2020 goal is to reduce this rate to 5.3
hospitalizations per 1,000 population.

Among Maine residents 75-84 years of age, the
heart failure hospitalization rate varied slightly
from year to year, however between 1999 and 2009
it declined 12% from 22.2 hospitalizations per 1,000
to 19.5. The Healthy Maine 2020 goal is to reduce
that rate to 17 hospitalizations per 1,000.

Among Maine residents over the age of 85, the heart
failure hospitalization rate varied considerably
from year, making it somewhat difficult to interpret
the trend. But, in general, the heart failure
hospitalization rate did not improve between 1999
and 2009; and rates may have increased in recent
years. In 2009 there were 41 hospitalizations for
heart failure per 1,000 population. The Healthy
Maine 2020 goal is to reduce this rate to 37
hospitalizations per 1,000.
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./l".\././l\.,_.\././. .
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1,000
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1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2020
Target
Adults aged 65-74 11.2 109 10.6 929 9.6 9.3 8.9 8.5 8.4 7.6 7.6 5.3
—®—  Adults aged 75-84 22.2 24.1 22.3 20.4 22.1 22.0 20.4 19.6 20.1 19.8 19.5 17.0
—l— Adults 85+ years 37.6 39.7 40.5 37.0 38.4 39.8 37.4 38.3 345 38.6 41.0 37.0
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Data source: Maine Inpatient Database



Methodology notes

1. Reduce hospital emergency department visits
for asthma

SUB OBJECTIVES:
la. Reduce hospital emergency department visits
for asthma among children under 5 years.

1b. Reduce hospital emergency department visits
for asthma among children and adults aged 5 to
64 years.

lc. Reduce hospital emergency department visits
for asthma among adults aged 65 years and
older.

Measures: Rate of emergency department visits for
asthma (principal diagnosis) per 10,000 population
in the age group.

Numerators: Number of Maine resident people in
each age group with an emergency department visit
for asthma as a principal diagnosis.

Denominators: Number of Maine residents in each
age group.

Date source: Maine ED Database created from
Maine Inpatient and Outpatient Databases. Asthma:

ICD-9-CM code 493 (493.xx) as principal diagnosis.

Target setting method: 10% decline (from the 2007-
2009 3-year average for children under age 5; from
the 20009 rate for other age groups).

Other notes: The measure is the same as Healthy
People 2020, but the data source is different.
HP2020 uses the National Hospital Ambulatory
Medical Care Survey, which does not provide state-
level data.

2. Increase the percentage of cancer detected at
local stage

SUB OBJECTIVES:

2a. Reduce the incidence rate of late-stage female
breast cancer.

Measure: Age-adjusted incidence rate of female
breast cancers diagnosed at late-stage. Incidence
rates are per 100,000 and age adjusted to the 2000
U.S. standard population.

Numerator: Number of new female breast cancers
diagnosed at late-stage during a year. Late-stage
breast cancers include cancers classified as regional
or distant in SEER summary stage 2000 system.

Denominator: Estimated total female population
during that year.

Target setting method: 10% decline from the 2006-
2008 3-year average.

2b. Reduce the incidence rate of late-stage
colorectal cancer.

Measure: Age-adjusted incidence rate of colorectal
cancer diagnosed at late-stage. Incidence rates

are per 100,000 and age adjusted to the 2000 U.S.
standard population.

Numerator: Number of new colorectal cancers
diagnosed at late-stage during a year. Late-stage
colorectal cancers include cancers classified as
regional or distant in SEER summary stage 2000
system.

Denominator: Estimated total population during
that year.

Target setting method: 10% decline from the 2006-
2008 3-year average The measure is the same.

Other notes: This measure is different from the
Healthy People 2020 measure. The Healthy people
2020 objective focuses on reducing invasive
colorectal cancers. Invasiveness of a tumor is
determined by histology of tumor (ICD-0-3). The
Healthy Maine 2020 objective focuses on reducing
late-stage colorectal cancer incidence. Late stage is
determined by Derived Summary staging method.
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3. Increase prevention behaviors in persons
with prediabetes

SUB-OBJECTIVES:

3a. Increase the proportion of adults diagnosed
with prediabetes who report engaging in the
recommended amount of physical activity.

Measure: Percentage of adults who report being
diagnosed with prediabetes who report engaging in
the recommended amount of physical activity (30+
minutes of moderate physical activity five or more
days per week, or vigorous physical activity for 20+
minutes three or more days per week ).

Numerator: Number of adults who report being
diagnosed with prediabetes and who report
engaging in the recommended amount of physical
activity.

Denominator: Number of adults who report being
diagnosed with prediabetes and who responded to
physical activity questions.

Target setting method: 10% increase from the 2009
prevalence.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Created
variable for prediabetes using prediabl and
prediab. Per SH code preidabl 2 = no, or only
during pregnancy to be compatible with prediab.
Recommended amount of physical activity is 30+
minutes of moderate physical activity five or more
days per week, or vigorous physical activity for
20+ minutes three or more days per week. The
HP2020 measure is slightly different: to increase
the proportion of persons at high risk for diabetes
with prediabetes who report increasing their levels
of physical activity. The measure here is the most
comparable Maine data available.

HEALTHY MAINE 2020

3b. Increase the proportion of adults diagnosed
with prediabetes who are at a healthy weight.

Measure: Percentage of adults who report being
diagnosed with prediabetes who have a BMI >=18.5
and <25

Numerator: Number of adults who report being
diagnosed with prediabetes and whose BMI is
>=18.5 and <25

Denominator: Number of adults who report being
diagnosed with prediabetes and who have a valid
(non-missing) BMI.

Target setting method: 10% increase from the 2009
prevalence.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Created
variable for prediabetes using prediabl and prediab.
Per SH code preidabl 2 = no, or only during
pregnancy to be compatible with prediab. Created
BMI variable from continuous BMI variables
(_BM1I4 and/or _BM1I2) since calculated variable
included individuals <18.5.

2009 data has a numerator <50. The HP2020
measure is slightly different: to increase the
proportion of persons at high risk for diabetes with
prediabetes who report trying to lose weight. The
measure here is the most comparable Maine data
available.

4. Increase the proportion of persons with
diagnosed diabetes who receive formal
diabetes education

Measure: Percentage of adults with diagnosed
diabetes who report receiving formal diabetes
training.

Numerator: Number of adults with diagnosed
diabetes who report receiving formal diabetes
training.



Denominator: Number of adults with diagnosed
diabetes (excluding gestational diabetes and
prediabetes)

Target setting method: 10% increase from the 2010
prevalence (61.7).

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. The
numerator and denominator and the data source are
as for Healthy People 2020, but the HP2020 is age
adjusted, while the HM2020 measure is not. For
this reason, they cannot be directly compared.

5. Increase the proportion of adults with
hypertension who meet the recommended
guidelines

SUB-OBJECTIVES:

5a. Increase the proportion of adults who report
having been diagnosed with hypertension who
are at a healthy weight.

Measure: Percentage of adults with hypertension
who have BMI >=18.5 and <25.0.

Numerator: Number of adults who report having
been diagnosed with hypertension and who report a
BMI >=18.5 and <25.0.

Denominator: Number of adults with hypertension
with a valid (non-missing) BMI.

Target setting method: 10% increase from the 2009
prevalence.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Created
BMI variable from continuous BMI variables
(_BM1I4 and/or _BM1I2) since calculated variable
included individuals <18.5. Similar HP2020
measure is developmental.

5b. Increase the proportion of adults who report
having been diagnosed with hypertension who
report cutting down on salt.

Measure: Percentage of adults with hypertension
who report cutting down on salt.

Numerator: Number of adults who report having
been diagnosed with hypertension and report
cutting down on salt.

Denominator: Number of adults with hypertension
who responded to the question on whether they are
cutting down on salt.

Target setting method: 5% increase from the 2009
prevalence, consistent with the target already
established in 2011-2020 Statewide CVH/Diabetes
Plan.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Those who
responded that they did not use salt were grouped
into the “not cutting down on salt” category because
the vast majority of sodium in the diet is through
processed foods, not through consumer use. Similar
HP2020 measure is developmental.

5c¢. Increase the proportion of adults who report
having been diagnosed with hypertension who
report engaging in the recommended amount of
physical activity.

Measure: Percentage of adults with hypertension
who engage in recommended amount of physical
activity.

Numerator: Number of adults who report having
been diagnosed with hypertension and report 30+
minutes of moderate physical activity five or more
days per week, or vigorous physical activity for 20+
minutes three or more days per week.

Denominator: Number of adults with hypertension
who responded to the physical activity questions.

Target setting method: 10% increase from the 2009
prevalence.
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Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Used this
variable in BRFSS multiyear dataset: _RFPAREC.
Recommended amount of physical activity: 30+
minutes of moderate physical activity five or more
days per week, or vigorous physical activity for

20+ minutes three or more days per week. Similar
HP2020 measure is developmental.

5d. Increase the proportion of adults who report
having been diagnosed with hypertension who
report no heavy or binge drinking.

Measure: Percentage of adults with hypertension
who report no heavy or binge drinking.

Numerator: Number of adults who report having
been diagnosed with hypertension and report: For
men, not having five or more drinks on one occasion
and not having more than two drinks per day on
average. For women, not having four or more drinks
on one occasion and not having more than one
drink per day on average.

Denominator: Number of adults with hypertension
who responded to the alcohol consumption
questions.

Target setting method: 5% increase from the 2009
prevalence.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Created
variable for no heavy or binge using: _RFDRHVY
and _RFBING4. Similar HP2020 measure is
developmental.

HEALTHY MAINE 2020

6. Reduce hospitalizations of older adults with
heart failure as the principle diagnosis

SUB-OBJECTIVES:

6a. Reduce hospitalizations of adults aged 65-
74 years with heart failure as the principal
diagnosis.

6b. Reduce hospitalizations of adults aged 75-
84 years with heart failure as the principal
diagnosis.

6¢. Reduce hospitalizations of adults aged 85+ years
with heart failure as the principal diagnosis.

Measure: Age-specific hospitalization rate for heart
failure (principal diagnosis) per 1,000 population.
Heart failure: ICD-9-CM code 428 (428.xX) as
principal diagnosis.

Numerator: Number of Maine residents in each age
group with a hospitalization for heart failure as the
principal diagnosis.

Denominator: Number of Maine residents in each
age group.

Target setting methods: 30% decline from the 2009
rate for adults aged 65-74 years, 10% decline from
the 2009 rate for other age groups.

Other notes: This is similar to the Healthy people
2020 objective, with a slight difference in the data
source. The age groups and ICD-9-CM codes are
the same. The HP2020 measure data source is the
CMS Chronic Condition Data Warehouse, which
contains Medicare and Medicaid beneficiary,
claims, and assessment data linked by beneficiary
across the continuum of care. The major difference
between this and our Maine Inpatient Database is
that the Maine Inpatient Database is a database of
inpatient visits, while the CMS Chronic Condition
Data Warehouse is a database of individuals.
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Environmental Health

Background:

Environmental health is a varied field that links
environmental conditions with human health
effects. Its scope is large and covers a range of
topics that includes bedbugs and high-level
radioactive waste. At its core, it strives to promote
health and prevent or minimize exposures that may
have adverse health effects. It encompasses the air
we breathe, the food we eat, and the places where
we live, play and work.

An intricate system of national and state laws and
rules formally regulate some of the work such as
drinking water, septic systems, food safety, public
pools and spas, camps, hotels, motels, school
kitchens, tattooing and others. These programs
include the very foundations on which public
health has been built — the provision of safe
drinking water and the proper disposal of human
waste. In Maine, these programs have existed for
nearly 100 years.

Environmental health performs other necessary
functions. It provides the public with credible
science-based data that helps them to make
decisions that can affect the quality of their own
lives. It guides people to take simple actions

that can be life-saving, such as installing carbon
monoxide monitors outside of bedroom doors, or
measuring the radon levels in their home.

Maine people face specific environmental
challenges resulting from our physical position on
the globe, from our geology, and from many other
factors. Maine houses are old and contain lead paint
that can harm children and adults. Geographically,
Maine is situated at the end of nation’s tailpipe
which means that prevailing winds carry other
states’ air pollution here and that adversely affects
our air quality. Some parts of the state are underlain
with thick mineral-laden bedrock which can
contribute harmful levels of arsenic, uranium and
radon to unaware private well owners. Fortunately,
systems are in place that can help Mainers cope
with these issues.

HEALTHY MAINE 2020

Health Equity Highlight: Lead Poisoning in
Low Socio-Economic Status Populations

Childhood Lead Poisoning in Maine is associated
predominantly with dust from lead paint found
in homes built before 1950.* Approximately 100
children under age 6 years are poisoned by lead
each year in Maine.?

Certain populations are at high risk for lead

poisoning:

* Four out of five (84%) children identified with
lead poisoning in 2011 were also MaineCare
recipients.?

* The childhood lead poisoning rate in the
Lewiston-Auburn area is 2.9% nearly three
times more than the state average rate of
1%.2

* Half (50%) of all children identified with lead
poisoning in Lewiston in 2011 were of African
descent.?

* The Somali and Somali Bantu populations in
the Lewiston-Auburn area appear to be at
higher risk.?

The Public Health Response:

An important part of environmental health is
responding to on-going or emergency man-made
or natural threats such as food or waterborne
disease outbreaks, floods or ice-storms; even the
earthquake, tsunami and nuclear power plant
damage that occurred in 2011 half-way across the
world in Japan and whose effects were closely
monitored here in Maine.

The public has a strong expectation that the
activities they enjoy or participate in are safe —
and that some entity is responsible for insuring
their safety. To this end, significant progress has
been made in helping Maine people enjoy safe and
healthy lives by reducing risks in the environment.
Proper planning and sufficient surge capacity

are crucial to the state’s ability to handle sudden,
unexpected environmental health emergencies.



At the same time, chronic exposures, like trace
drinking water contaminants, lead paint and radon,
require ongoing, sustained, incremental efforts.

The public health response, however, requires
understanding environmental health-related
conditions. This requires strong surveillance and
reporting systems that include integrated state,
regional, and local components. Information
gathered in these reporting systems will help us

to look for associations between the environment
and disease and allow us to target our prevention
programs to continue to minimize the contributions
of environmental risk factors for disease.

Healthy Maine 2020 Objectives

1. Increase the proportion of persons served
by community water systems who receive
a supply of drinking water that meets the
requirements of the Safe Drinking Water Act
This indicator illustrates how successful public
water systems are at meeting the health-based
standards of the Safe Drinking Water Act. Safe

drinking water is critical to reducing exposure

to infectious agents and toxic chemicals, both
naturally occurring and those introduced by human
activities, including hydrocarbon use, agronomic
activities, and waste disposal.

Maine’s public water systems have very good rates
of compliance with water quality standards; but
according to the U.S. EPA, these systems will need
$900 million in infrastructure maintenance and
improvements over the next 20 years to maintain
quality and service,* illustrating the need to
continue to track the success of water systems in
meeting water quality standards.

Since 2000, an increasing number of Maine people
served by public water systems have been receiving
water that meets all applicable health based
standards, although the rate of change has been
slow in the past 6 years (it has been around 92%;
the Healthy Maine goal is 95%).

Percentage of People Served by Community Water Systems Who Received Drinking Water That Met All Applicable
Health-base Standards of the Safe Drinking Water Act, Maine, 2000-2010
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Data source: Safe Drinking Water Information System (SDWIS)/ US EPA
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2. Increase proportion of homes with private
wells tested, and, where necessary, treated for
arsenic

Of all the 50 states, Maine has the highest per

capita reliance on private wells for drinking water

(44%), based on census figures. Over half of Maine’s

population relies on private well water as their

primary source of drinking water. In Maine, public
and private testing data indicate that 10% of private
wells have unsafe amounts of arsenic, 5% have
unsafe levels of uranium and as much as a third may
have high levels of radon.® Arsenic and radon are
known human carcinogens. Arsenic may also cause
adverse effects on the developing brain, including

IQ deficits.

Prevalence of Homes With Private Well Water Who Have Tested
for Arsenic, Maine, 2003, 2009

100% -
80%

o
60% 419
40% 26.4
20% -

0% -

2003

2009 2020

Target
Data source: Maine BRFSS

Uranium is both a cancer causing substance and

has kidney toxicity.” Therefore, it is important to
track changes in water testing practices, and arsenic
testing in particular was selected for this measure
due to combination of high prevalence in Maine
well water and the greater possibility for adverse
health effects.

The percent of homes in Maine with private well
water that are tested for arsenic has increased from
26.4% (2003) to 41.9% (2009); the Healthy Maine
2020 goal is to increase that to 65%.

HEALTHY MAINE 2020

3. Increase the proportion of homes tested
for radon
Radon is the second leading cause of lung cancer
after active smoking and the leading cause among
non-smokers.” Radon causes an estimated 21,000
lung cancer deaths in the U.S. every year.® About
1/3 of all Maine residences have elevated levels of
radon.’

In 2009, Maine passed legislation that requires
testing for the presence of radon in rental buildings
by 2012 and every 10 years thereafter.

The percent of Maine homes that have been tested
indoor air for radon has not changed since 2006,

Percentage of Homes Tested for Radon, Maine 2006, 2009, 2010
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when it was 28%. The Healthy Maine 2020 goal is
50%.

4. Increase the number of homes with an
operating radon mitigation system for
persons living in homes at risk for radon
exposure

Maine has many buildings with elevated radon,

with previous studies showing an average of 1/3 of

buildings statewide having elevated radon. Some
areas in Maine have elevated radon in up to 2/3 of
buildings.!° Mitigation systems can reduce radon to
levels well below the level of concern.



Numbe of Housing Units With Radon Mitigation Systems,
Maine, State Fiscal Year, 2008-2011
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Data source: Radiation Control Program, Radon Section

In 2009 there were 11,557 Maine housing units with
radon mitigation systems; the Healthy Maine 2020
goal is 12,000.

5. Reduce the proportion of children with
elevated blood lead levels

There is no safe amount of lead exposure for

children. Changes in cognitive function related to

even low-level lead exposure have been shown to

affect school performance, educational attainment,

and IQ scores." The association between lead

exposure and IQ and future income earnings is well
established in the scientific literature.'? Studies
have shown that at current levels of lead exposure,
each new cohort of five-year old children in Maine
(approximately 13,000 children) will suffer on
average a one-point loss in IQ score and as a result
can expect to earn as an aggregate $270 million less
over their lifetimes.” Recently the lead standard has
been lowered from >=25 ug/dl to >=10 ug/dl, as new
information on the dangers of lead has come

to light.

Childhood lead poisoning is completely preventable.
In Maine, the proportion of elevated blood levels in
children tested has been decreasing significantly
over time. In 2003, approximately 1.7% of tested
children aged 12-23 months old had elevated blood
levels, which dropped to .9% in 2010. In 24-35
month-old children the rate decreased from 1.6% in

2003 to .7% in 2010. The Healthy Maine 2020 goal is

0% for each age group.

Percentage of Children Tested, the Proportion With Elevated Blood Lead Levels (>=10 ug/dL),

Maine, 2000-2007
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12-23 month-olds 1.7 1.6 1.4 1.4 0.9 1.2 0.8 09 0.0
—@— 24-35 month-olds 1.6 1.7 1.3 1.3 1.2 0.7 09 0.7 0.0

Data source: Healthy Homes Lead Poisoning Surveillance System
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6. Reduce the number of days the Air Quality
Index (AQI) exceeds 100

Due to regional and national efforts to reduce

pollution, ozone and particle pollution levels in

Maine exceed the AQI level of 100 less often than

in the past. Since Maine’s pollution levels are largely

due to transport of air pollutants, much depends

on the weather during any given year. However,

pollution levels are not as high as they have been

in the past, even during ideal transport conditions.

The Number of Days the Air Quality Index (AQI) Exceeded 100,
Maine, 2002-2010
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Data source: US Department of Environmental Protection
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The Maine Department of Environmental
Protection keeps records on the number of days
when the AQI is between 50 and 100 (the category
of “moderate”), and over 100 (including the
categories of “unhealthy for sensitive groups,”
“unhealthy,” and “very unhealthy”) based on its air
quality monitoring data. This indicator is a measure
of the number of days air pollution levels in Maine
exceeded the national ambient air quality standards.

In recent years there has been a gradual downward
trend in the number of days with poor air quality.
In 2010 there were just 10 days in which the

AQI exceeded 100, compared to 2002 which
experienced 38 such days. The Healthy Maine 2020
goal is 0 days.



7. Reduce infections caused by key pathogens
transmitted commonly through food
In 2011, Maine regulated 6,300 eating
establishments and received 100 food-borne illness
complaints from the public. Recent rule changes
designed to improve food safety requires some
eating establishments to retain a Certified Food
Protection Manager (CFPM). The US FDA’s
research has shown that the presence of a CFPM
decreases the occurrence of food-borne illness.
Food-borne diseases affect tens of millions of people
and kill thousands in the United States each year.
They also result in billions in healthcare-related
and industry-related costs annually.™

Campylobacter, Shiga toxin-producing E. coli
(STEC), Salmonella, and Vibrio are pathogens
commonly transmitted through food. Food-borne
illnesses can be prevented through proper
hand-washing, proper food storage, preparation,
service and clean food preparation areas, including
those in licensed eating establishments.

Maine CDC maintains systems to track case of
gastrointestinal illness that are reported. Salmonella
cases have remained relatively constant over the
past 10 years. STEC cases have decreased each year,
Campylobacter cases continue to increase. In 2010
there were 10.1 cases of salmonella per 100,000
persons, 1.6 cases of STEC per 100,000 persons, 11.3
cases of Campylobacter per 100,000 persons, and
0.4 cases of Vibrio per 100,000 persons; the Healthy
Maine 2020 goals are to reduce the rates to 7.8, 1.1,
8.0, and 0.2 per 100,000 persons respectively.

Rate of Infections per 100,000 Population, Caused by Key Pathogens Transmitted Commonly Through Food,

by Pathogen, Maine 2000-2010
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2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2020
Target
Salmonella 10.0 129 11.3 10.8 8.2 12.4 12.2 10.5 12.1 9.2 10.1 7.8
—®— STEC (E. coli) 2.5 2.4 3.8 1.1 1.4 2.2 3.7 3.1 2.0 1.4 1.6 1.1
—l— Campylobacter 11.7 9.6 10.7 11.2 10.7 12.1 10.4 11.3 11.5 13.0 11.3 8.0
—A— Vibrio 0.0 0.1 0.3 0.2 0.3 0.2 0.4 0.0 0.2 0.3 0.4 0.2

Source: Behavioral Risk Factor Surveillance System
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Methodology notes

1. Increase the proportion of persons served
by community water systems who receive
a supply of drinking water that meets the
requirements of the Safe Drinking Water Act

Measure: Percentage of persons served by
community water systems who will receive
drinking water that meets all applicable health
based standards of the Safe Drinking Water Act.

Numerator: Persons served by community water
systems who receive a supply of drinking water that
meets all applicable health based standards of the
Safe Drinking Water Act.

Denominator: Total population served by
community water systems.

Target setting method: Two percentage points
improvement, based on past trends.

Other notes: Violation data from the Safe Drinking
Water Information System (SDWIS) is used to
determine which community water systems are
meeting all applicable health based standards. The
objective used by HM2020 matches an existing
objective used by the US EPA to measure the
success of Maine’s public water systems. The
objective is similar to HP2020. HP2020 uses all
standards of the Safe Drinking Water Act while
HM2020 and the US EPA use all applicable health
based standards of the Safe Drinking Water Act.

2. Increase proportion of homes with private
wells tested, and, where necessary, treated for
arsenic and other substances of concern

Measure: Percent of homes with private wells tested
for arsenic.

Numerator: Number of homes with private well
water that have tested for arsenic in their well
water.

Denominator: Number of homes with private well
water (not limited to homes who have tested their
water).

HEALTHY MAINE 2020

Target setting method: About the same rate of
increase observed for last decade (2000 - 2010) —
60% increase.

Other notes: The HP2020 objective is based on
reducing arsenic levels as measured in urine.

The HM2020 objective is based on increased
environmental testing of private well water for
arsenic as a means to reduce arsenic exposure,
which will have the effect of reducing arsenic urine
levels.

3. Increase the proportion of homes tested
for radon

Measure: Percent of homes tested for radon.

Numerator: Number of homes who have tested air
for radon.

Denominator: Number of households in the BRFSS
survey.

Data source: BRFSS. These data have been weighted
to the household and not the individual. Therefore,
estimates represent ‘the percent of households.

Target setting method: Approximately 40% based
on past trends and new legislation that will
significantly impact this measure.

Other notes: The Healthy People 2020 measure is
focused on the number of homes with high radon
levels that have been mitigated (see below). This
new HM2020 objective is focused on increasing the
percent of homes that have tested the indoor air for
the presence of radon.

4. Increase the number of homes with an
operating radon mitigation system for
persons living in homes at risk for radon
exposure

Measure: Number of housing units with radon air
mitigation systems.

Numerator: Number of housing units with radon
air mitigation systems. (There is no denominator
for this measure.)



Data source: Radiation Control Program,
Radon Section.

Target setting method: Approximately 4% based on
past trends and Maine CDC expert opinion.

Other notes: These data are not weighted. Reported
values for mitigations are total radon air mitigations
reported between Oct 1, 1993, when reporting
began, to the end of the previous state fiscal year.
Radon air mitigation reporting is required by 22
MRSA Section 771 et seq. The end of the state fiscal
year is being used as the cut-off point because

all radon funding is from a federal grant, which
requires as one measure of achievement, reporting
of mitigations during the grant period which
matches the state fiscal year. Data begins in 2008 as
this is the first year this data was reported for the
Federal radon grant. This is similar to a Healthy
People 2020 objective (the amount of radon
mitigations systems installed relative to the number
of housing units), but uses a different data source.
The Maine data source does not have information
on the number of homes that have elevated radon
levels, and therefore this is presented as a count,
not a proportion.

5. Reduce the proportion of children with
elevated blood lead levels

SUB-OBJECTIVES:

5a. Reduce the proportion of children ages 12-23
months with elevated blood lead levels

5b. Reduce the proportion of children ages 24-35
months with elevated blood lead levels

Measure: Of those children tested, the proportion
with elevated blood lead levels (>=10 ug/dL).

Numerators: Children ages 12-23 months, and 24-35
months, with blood lead levels greater or equal to
10ug/dl, defined as the first identification for that
child as a case (not including follow up testing).

Denominator: Children ages 12-23 months, and
24-35 months, whose blood has been tested for
lead, (first blood lead test in age category).

Target setting method and other notes: This is a
HP2020 objective. The target matches a goal set by
the Maine legislature in the State’s Lead Poisoning
Control Act (22 MRSA §1314-A).

6. Reduce the number of days the Air Quality
Index (AQI) exceeds 100

Measure: Number of days the Air Quality Index
(AQI) exceeds 100.

Numerator: Number of days the Air Quality Index
(AQI) exceeds 100. (There is no denominator for
this measure.)

Target setting method and other notes: This is a HP
2020 objective. The target was set based on the
regulatory goal of the Clean Air Act (i.e., attainment
of the air quality standards) along with the
downward trends in Maine over recent years.

7. Reduce infections caused by key pathogens
transmitted commonly through food

SUB-OBJECTIVES:
7a. Reduce infections caused by Salmonella.

Measure: Rate of Salmonella cases per 100,000
population.

7b. Reduce Infections caused by shiga toxin-
producing E. coli (STEC).

Measure: Rate of STEC cases per 100,000
population.

7c. Reduce infections caused by Campylobacter
species.

Measure: Rate of Campylobacter cases per 100,000
population.

7d. Reduce infections caused by Vibrio species.

Measure: Rate of Vibrio cases per 100,000
population.

Numerators for all: Number of probable and
confirmed cases.

Denominator for all: Estimate of Maine population
for each year calculated.
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Data Source for all: National Electronic Disease
Surveillance System (NEDSS) Based System (NBS)

All positive laboratory reports are required by law
to be reportable to Maine CDC. All reported cases
are investigated and classified based on CDC/CSTE
case definitions.

Target setting method and other notes: This is a
Healthy people 2020 objective, and the targets are
the same as for HP2020:

7a. 25% improvement (based on 3 year average,
2008-2010)

7b. 50% improvement (based on 3 year average,
2008-2010)

7c. 33% improvement (based on 3 year average,
2008-2010)

7d. 25% improvement (based on 3 year average,
2008-2010)
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Infectious Disease

Overview

Infectious disease mortality rates in the U.S.
decreased throughout the first eight decades of
the 20th century, due primarily to vaccinations
and improvements in living conditions, sanitation,
and medical care.! In recent decades we have

seen the influence of new risk factors affecting
the incidence of infectious disease including
decreases in population wide vaccination coverage,
late diagnosis of communicable diseases such as
HIV/AIDS and Hepatitis C, and the emergence of
multidrug resistant strains of pathogens.

Health Equity Highlight: New Mainers

Tuberculosis

Tuberculosis (TB) is a mycobacterial disease
caused by Mycobacterium tuberculosis. The
disease is spread through the air by droplets
when a person infectious with TB coughs, talks,
sings, or sneezes. TB is only infectious when
the disease is within the lungs or larynx. Latent
tuberculosis infections (LTBI) are inactive and
require medication to prevent active infectious
TB from developing.

Maine CDC TB Control Program monitors the
incidence of TB through mandatory reporting
and assists with monitoring and managing both
TB and LTBI cases. In 2010 there were 8 cases
of TB and 420 cases of LTBI reported to Maine
CDC. Eighty-eight percent of the TB cases and
80% of LTBI cases were diagnosed among
foreign born persons.®

Maine CDC Public Health Nursing provides
assessment of immunization and current health
status, communicable disease history and referral
for medical and dental care for New Mainers.
Screening for TB is part of this assessment and
results in early identification and management of
disease in this population.’

HEALTHY MAINE 2020

Approximately 42,000 adults and 300 children in
the U.S. die each year from vaccine-preventable
diseases.? In addition, healthcare associated
infections (HAI) are among the top ten causes of
death in the U.S,, resulting in approximately 99,000
deaths annually at a cost of $33 billion.? Advances in
laboratory diagnostics allowing for earlier disease
recognition has offered opportunities to impact
the lives of those under treatment and to institute
earlier disease control responses for initiation of
prophylaxis to close contacts.*

Infectious diseases seen in Maine include those
which circulate commonly in the United States

(of which some diseases are vaccine preventable
and some are not). Infectious diseases may also be
imported into Maine from residents that travel (to
other regions of the US as well as the world), from
visitors to the state, and from recently arriving
foreign-born refugees, secondary migrants, asylum
seekers, asylees, non-refugee immigrants (includes
adoptees) and parolees.’

The Public Health Response

Infectious disease morbidity and mortality can

be decreased through surveillance systems and
registries that help to identify cases of disease early
in the course of disease and to track prevention
efforts such as immunization. Reporting of cases of
notifiable infectious diseases in Maine is mandatory
in Maine. Maine CDC conducts public health
surveillance and responds to prevent additional
transmission of communicable diseases.

Education targeted to both the public and
healthcare providers is essential to update and
remind individuals and professionals on recent
prevention guidelines. Educational outreach to
health care providers and to populations at risk for
specific diseases, such as HIV® and Hepatitis C°
can also lead to increased screening and increased
case finding. Earlier and increased knowledge of



disease status can provide opportunities for disease
prevention through treatment and for education
about behaviors to reduce the risk of transmission
to others.!” Educational outreach to the public

and provider on the importance of immunization

is essential to support the effort to increase
vaccination coverage among Maine residents.

Vaccination requirements for entry into childcare,
school, college, and other post-high school educa-
tional institutions ensure high levels of protection
in these facilities and help achieve high levels of
vaccination coverage in the community. Despite
vaccination requirements for school admission,
there are many students in Maine who are not
vaccinated and are susceptible to disease. Recently,
efforts to increase immunization coverage among
Maine children have led to a private-public
partnership for a universal program to supply
vaccines free of charge to children. The program
supplies all recommended childhood vaccines
free of charge to healthcare providers in the State.
Universal vaccine supply for children in Maine
will reduce the financial barriers for parents and
enable access to all recommended childhood
vaccines with no or low out-of-pocket costs. In
addition to universal vaccine supply, Maine CDC
conducts outreach to healthcare providers and
the community on the importance of vaccination
and encourages healthcare providers to utilize

ImmPact2, the State’s web-based immunization
registry, to record and track the vaccination
status of children. These activities also require
strong partnerships with health care providers,
professional organizations, advocates and
community-based advisory boards.

HM2020 Ohjectives

1. Increase the percent of persons with Chronic
Hepatitis C infection that know their
serostatus

Hepatitis C virus (HCV) infection is the most

common chronic bloodborne infection in the

United States with an estimated 3.2 million persons

infected. HCV is most often transmitted through

the sharing of needles in the use of injection drugs
accounting for 60% of HCV transmission in the

U.S. To a lesser extent transmission occurs through

exposures in health-care settings as a result of

a breech in infection control practices. Sexual

transmission of HCV is possible but rare. Blood

transfusion, which accounted for a substantial
proportion of HCV infections acquired greater than

10 years ago, rarely accounts for recently acquired

infections, with no cases detected through the U.S.

CDC’s sentinel counties viral hepatitis surveillance

system since 1994. There is no vaccine for hepatitis

C and many people who have hepatitis C infection

are unaware of how they contracted it. Without

testing for infection and knowledge of serostatus,
many chronically infected persons are unaware of

Percentage of People with Hepatitis C Who Know Their Sero-status, Maine 2001-2010
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their infection until symptoms of advanced liver
disease appear. This lack of awareness means
chronically infected persons are missing critical
opportunities to access care and treatment which
can help to eliminate the virus and reduce damage
to the liver. HCV is one of the leading causes for
liver transplants in the United States.

During 2001-2010 an average of approximately
1,250 cases of chronic HCV infection were reported
to the Maine CDC each year, with over 16,000
reports made to Maine CDC since chronic hepatitis
C reporting began in 1997. These reported cases

are an underestimate of the true burden of disease
in the state due to unrecognized infections and
underreporting of diagnosed HCV infections.

By applying national prevalence estimates to the
Maine population, it can be roughly estimated that
approximately 21,000-26,000 Mainers are living
with chronic HCV infection.

2. Reduce the percent of new HIV diagnoses
that are detected late in the course of HIV
illness

Human immunodeficiency virus (HIV) is the virus

that can lead to acquired immune deficiency syn-

drome, or AIDS. Persons living with HIV may
appear and feel healthy for several years. Many per-
sons with HIV, including those who feel healthy,
can benefit greatly from current medications used
to treat HIV infection. These medications can

limit or slow down the destruction of the immune

system, improve the health of persons living with

HIV, and may reduce their ability to transmit HIV.

AIDS is the late stage of HIV infection, when a

person’s immune system is severely damaged and

has difficulty fighting diseases and certain cancers.

The U.S. CDC recommends that everyone between

the ages of 13 and 64 years should be tested for HIV

at least once. Individuals at increased risk for HIV
should be tested for HIV at least once a year.
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In 2007 the percent of persons who received a
late HIV diagnosis reported in the US was 32%.

In Maine, the percent of persons with late HIV
diagnosis peaked in 2008 at 46 percent. In other
years roughly 25-30% of reported HIV cases
received a late diagnosis. The Healthy Maine 2020
goal is to decrease the percent of late diagnoses
among HIV positive persons in Maine by 10%.

Percent of New HIV Diagnoses That are Detected Late in the Course of
HIV Iliness, Maine 2006-2010
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3. Increase routine vaccination coverage levels
for children and adolescents
Immunization is an effective measure for
preventing many diseases of childhood.
Unvaccinated children and adolescents are
susceptible to diseases which are accompanied by
severe illness, complications, and death. In the pre-
vaccine era many children died from diseases such
as whooping cough, measles, and polio. Immunizing
individuals helps to prevent disease and protect the
health of our community, especially those people
who cannot be vaccinated. People who are not
immunized include those who are too young to be
vaccinated (e.g., children less than a year old cannot
receive the measles vaccine but can be infected by
the measles virus), those who cannot be vaccinated
for medical reasons (e.g., children with allergies
to the vaccine), and those who cannot make an
adequate response to vaccination (persons with
weakened immune systems due to other disease
processes).



Percent of Children Routinely Vaccinated, by Vaccination Type and Age Group, Maine 2007-2010
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Target
Children ages 19-35 months 66.5 70.6 70.5 72.7 90.0
—@®— Adolescents 13-17 years, 43.0 54.0 63.2 80.0
one dose of Tdap booster
—l— Adolescents 13-17 years, 35.6 47.3 56.4 90.0
one dose of meningococcal vaccine

Data Source: National Immunization Survey and National Immunization Survey — Teen.

Increasing the immunization coverage of children
and adolescents would effectively reduce the
burden of vaccine preventable diseases in Maine.
High vaccination coverage in the population
prevents disease outbreaks and slows down
transmission when outbreaks do occur.

Maine coverage rates for childhood vaccinations
have been increasing, but the national rates have
increased faster than those of Maine. The trends
for adolescents are similar. Maine’s coverage of
the adolescent population, ages 13 to 17 years, with
one dose of Tdap and one dose of meningococcal
vaccine has been increasing in the past few years.

3a. Increase routine vaccination coverage levels
for children ages 19 to 35 months.
Current immunizations recommendations include
the following doses of vaccines for children by
the time they are three years of age: four doses of
diphtheria, tetanus and pertussis (DTaP); three
doses of Polio; one dose of Measles, Mumps and
Rubella (MMR); three doses of Haemophilus
influenza b (Hib); three doses of Hepatitis B; one
dose of Varicella; and four doses of Pneumococcal
conjugate (PCV?7).

In Maine routine vaccination* coverage levels

for children ages 19 to 35 months have increased
modestly from 2008-2010, from 70.6 to 72.2 percent.
The HM2020 objective is to increase this coverage
to 90 percent.

* For 2008-2010 the 4:3:1:0:3:1:4 series is used.
A shortage of Hib vaccine in 2008 resulted in a
change in the US CDC measure to avoid artificially
low rates in some states, including Maine. It is
anticipated that after a few more years, Maine will
return to measuring completion of the 4:3:1:3:3:1:4
series

3b. Increase routine Tdap vaccination coverage
levels for adolescents ages 13 to 17 years
The adolescent vaccination schedule consists of
both new vaccinations recommended specifically
during adolescence and vaccinations recommended
during early childhood that might have been
missed. Optimally, adolescent vaccines should
be delivered during the age 11-12 year health care
visit. Vaccinations not received at that time should
be administered at the earliest opportunity.
Maintaining coverage in this population is
challenging because adolescents make few
preventive health-care visits and might not visit
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their primary care provider routinely.!? Each health-
care encounter becomes an opportunity to review
vaccination records and administer recommended
vaccinations.

Recommendations for teens include a booster
shot that protects against tetanus, diphtheria and
pertussis (Tdap) starting in the pre-teens at age
11 or 12. Older teens who have not had the Tdap
booster should also receive this vaccine. In Maine
the rates of coverage for Tdap vaccine in this age
group have increased from 2008-2010 from 43

to 63.2 percent.

3c. Increase routine meningococcal vaccination
coverage levels for adolescents ages 13 to 17
years.

Meningococcal vaccine protects against four types

of meningococcal disease, including two of the

three types most common in the United States.

Meningococcal meningitis a form of bacterial

meningitis, a severe illness affecting the lining

of the brain and spinal cord, characterized by a

sudden onset of fever, headache, and stiff neck.
Teenagers and young adults 16 through 21 years

old are at increased risk of getting meningococcal
disease. Persons in dormitory settings such as
college students are also at increased risk of
meningococcal disease. Meningococcal conjugate
vaccine is routinely recommended for all persons 11
through 18 year olds. In Maine the rates of coverage
for meningococcal vaccine in this age group have
increased from 2008-2010 from 35.6 to 56.4 percent.

4. Reduce, eliminate, or maintain elimination of
cases of vaccine-preventable diseases (focus
on Pertussis and Varicella)

4a. Reduce pertussis among children under age
lyear

4b. Reduce pertussis among adolescents aged 11-
18 years

Pertussis (whooping cough) is a bacterial infection

of the respiratory tract caused by Bordetella

pertussis. Symptoms include an irritating cough

Pertussis and Varicella Rates Per 100,000
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Pertussis among children 22.6 107.8 104.7 140.0 158.9 65.4 115.3 57.5 48.9 58.2 7.6 34.4
under age 1 year
—@—  Pertussis among adolescents 0.0 4.2 2.7 447 11.2 47.0 18.2 9.7 20.5 8.3 11.6
aged 11-18 years
—l— Varicella among persons 73.4 77.8 71.8
aged 17 years and under

National Electronic Disease Surveillance System (NEDSS)
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lasting at least 2 weeks with paroxysmal cough,
whoop, and vomiting after coughing spasms.
Pertussis can cause serious and sometimes life-
threatening complications in infants and young
children, especially those who are not fully
vaccinated. More than half of infants younger than
1year of age who are infected with pertussis must
be hospitalized.

The best way to prevent pertussis among infants,
children, teens, and adults is to get vaccinated.

In the United States, the recommended pertussis
vaccine for infants and children is called DTaP.

This is a combination vaccine that protects against
three diseases: diphtheria, tetanus and pertussis.
For maximum protection against pertussis, children
need five DTaP shots, given at 2, 4, and 6 months

of age, between 15-18 months of age and between
4-6 years of year, before the child enters school.

A booster shot that protects against tetanus,
diphtheria and pertussis (Tdap) is available for
pre-teens at age 11or 12. Teens and adults (including
pregnant women preferably after 20 weeks
gestation) who have not had the Tdap vaccine
should also receive a booster. High pertussis
vaccination rates are associated with lower
numbers of pertussis cases in the community.”

In 2011, the Maine CDC identified an increase in the
pertussis rate when compared to 2010. The cases
ranged in age from 1 month to 79 years.”* Clusters

of pertussis cases occurred in schools, camps, sport
teams and workplaces. The adolescent age group
consistently represents more than a quarter of all
Maine’s cases.

4c. Reduce varicella among persons aged 17 years
of age and under

Varicella (chickenpox) is a highly contagious viral

disease of which humans are the only source of

infection. It causes a blister-like rash, itching,

tiredness, and fever. Varicella spreads easily from

infected people to others who have never had
chickenpox and never received the chickenpox
vaccine. Chickenpox can be serious, especially in
babies, adults, and people with weakened immune
systems. Adolescents and adults are more at risk
for severe disease which could include pneumonia,
bacterial infection of the skin and swelling of

the brain. Vaccination is the best way to prevent
chickenpox and results in less severe illness and
less absenteeism in school children.

In Maine, varicella cases are primarily reported
from schools. Historically varicella reporting has
been aggregate in nature and case-based reporting
that includes the age of the individual has become
available over the past two years. Improvements in
case-based varicella reporting will be implemented
in 2012. Establishing accurate estimates for cases
of varicella is challenging because it is diagnosed
clinically (by providers based on signs and
symptoms) and is not confirmed and reported

by laboratories. In 2010 there were 247 cases of
varicella reported to Maine CDC, for a rate of 77.8
cases per 100,000 children ages 0-17."*

As with pertussis, the best way to prevent varicella
is to get the varicella vaccine. All healthy children
12 months through 12 years of age should have two
doses of chickenpox vaccine, administered at least
three months apart. Children who have evidence
of immunity to varicella do not need the vaccine.
People 13 years of age and older who do not have
evidence of immunity should get two doses of

the vaccine four to eight weeks apart. In Maine,
vaccination with one dose of varicella vaccine has
been a mandatory requirement for school entry
since 2003.

5. Reduce invasive healthcare-associated
methicillin-resistant Staphylococcus aureus
(MRSA) infections

Methicillin-resistant Staphylococcus aureus

(MRSA) is a type of staph bacteria that is
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resistant to certain, more common antibiotics

such as methicillin, penicillin, and amoxicillin.

In the community, most MRSA infections are

skin infections. More severe or potentially life-
threatening invasive MRSA infections occur most
frequently among patients in healthcare settings.
Invasive MRSA infection occurs when the bacteria
infects a normally sterile site (such as blood or
cerebral spinal fluid). Persons with weakened
immune systems, the elderly, and those with
invasive medical devices are at increased risk of
invasive MRSA infections.!® A MRSA bloodstream
infection has a mortality rate that is twice that of a
methicillin sensitive Staphylococcus aureus (MSSA)
bacteremia.

In 2010, encouraging results from a U.S. CDC
study showed that invasive (life-threatening)
MRSA infections in healthcare settings are
declining, demonstrating that these rates can be
impacted by prevention programs. Invasive MRSA
infections reported from hospitals declined 28%
from 2005 through 2008. Data from the National
Healthcare Safety Network (NHSN) showed a
decrease of nearly 50% from 1997 to 2007 in MRSA
bloodstream infections occurring in hospitalized
patients.

The Maine CDC HAI program works closely with
an advisory group, the Maine Infection Prevention
Collaborative, to develop strategies to decrease
MRSA infections and to measure the rates and
cases of MRSA occurring in Maine’s hospitals. In
order to measure the progress made, it is necessary
that all hospitals report healthcare associated
infections using uniform definitions through the
National Healthcare Safety Network (NHSN). In
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the spring of 2011, the Maine Legislature passed a
bill which required hospitals to report healthcare
associated infections of Methicillin Resistant
Staphylococcus aureus (HAI-MRSA) using the
NHSN surveillance system. Data entry for this
measure began in January 2011 and as of October,
2011, Maine CDC is able to review HAI-MRSA data
from Maine hospitals. Understanding the burden of
invasive MRSA infections in the state is essential for
developing and implementing effective prevention
programs.’® This process requires that the data
submitted be validated before public dissemination.
Validation methods are still under development,
and therefore the data is not yet available.



Methodology:

1. (Developmental) Increase the percent of
persons with Chronic Hepatitis C infection
that know their serostatus

Measure: Percent of persons with Chronic Hepatitis
C infection reported to Maine CDC of those
estimated to have Chronic Hepatitis C infection in
Maine.

Numerator: Number of Chronic Hepatitis C cases
reported yearly to Maine CDC.

Denominator: Estimated Number of Persons with
Chronic Hepatitis C in Maine.

Target setting method: 10% decrease from 2010,
maintaining current descreases.

Other notes: the denominator of this objectives is
derived by creating a state-based estimate from

a national estimate of percent of persons with
Chronic Hepatitis C infection, from the CDC
National Health and Nutrition Examination Survey
(NHANES), using the upper range of this estimate.

2. (Developmental) Reduce the percent of new
HIV diagnoses that are detected late in the
course of HIV illness.

Measure: Percent of newly reported cases with late
HIV diagnosis

Numerator: Number of newly reported cases with
CD4 cell count below 200 cells/mm3 within one
year of initial HIV posi-tive status reported to
MeCDC

Denominator: Number of new cases of HIV reported
to MeCDC per year

Target setting method: 10% decrease from 2010.

Other notes: Data currently available for 2006-2010.

3. Increase routine vaccination coverage levels
for children and adolescents

SUB-OBJECTIVES:

3a. Increase routine vaccination coverage levels for
children ages 19-35 months.

Measure: Percentage of children ages 19-35
months vaccinated according to the US CDC
recommendations.

Numerator and Denominator: calculated by the U.S.
CDC, National Immunization Survey.

Target setting method: 90% coverage (HP2020
target).

Other notes: The vaccinations reported before
2008 are the 4:3:1:3:3:1:4 series but for 2008-2010
the 4:3:1:0:3:1:4 series is used. A shortage in Hib
vaccine in 2008 resulted in a change in the US
CDC measure to avoid artificially low rates in some
states, including Maine. It is anticipated that after
a few more years, Maine will return to measuring
completion of the 4:3:1:3:3:1:4 series. The series
4:3:1:3:3:1:4 indicates that each child has had these
vaccines: 4 doses of DTaP, 3 doses of Polio, 1 dose
of Measles, Mumps and Rubella, 3 doses of Hib,

3 doses of Hepatitis B, 1 dose of Varicella, and 4
doses of Pneumococcal conjugate (PCV7). For
2008-2010, the 4:3:1:0:3:1:4 series, including the
same vaccinations except for no doses of Hib are
included.

3b. Increase routine Tdap vaccination coverage
levels for adolescents ages 13 to 17 years

Measure: Percentage of adolescents ages 13-17 years
vaccinated with one dose of Tdap booster.

Numerator and Denominator: calculated by the U.S.
CDC, National Immunization Survey.

Target setting method: 80% coverage (HP2020
target).

3c. Increase routine meningococcal vaccination
coverage levels for adolescents ages 13 to 17
years.
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Measure: Percentage of adolescents ages 13-17 years
one dose of meningococcal conjugate vaccine.

Numerator and Denominator: calculated by the U.S.
CDC, National Immunization Survey.

Target setting method: 90% coverage (HP2020
target).

4. Reduce, eliminate, or maintain elimination of
cases of vaccine-preventable diseases (focus
on per-tussis and varicella)

SUB-OBJECTIVES:
4a. Reduce pertussis among children under age
1year

Measure: Annual rate of confirmed + probable
cases, including outbreak settings, reported among
children under age 1 year.

Numerator: Count of all confirmed and probable
cases of pertussis among children under age 1 year.

Denominator: Age specific population estimates
from the US Census.

Target setting method: 10% decrease

Other notes: NEDSS data are available for pertussis
cases since 2001.

4b. Reduce pertussis among adolescents aged
11-18 years

Measure: Annual rate of confirmed + probable
cases, including outbreak settings, reported among
adolescents aged 11-18 years.

Numerator: Count of all confirmed and probable
cases of pertussis among adolescents aged 11-18
years.

Denominator: Age specific population estimates
from the US Census.

Target setting method: 10% decrease

Other notes: NEDSS data are available for pertussis
cases since 2001.

HEALTHY MAINE 2020

4c. Reduce varicella among persons aged 17 years
of age and under

Measure: Annual rate of varicella cases reported
among persons aged 17 years and under

Numerator: Count of persons aged 17 years and
under reported to have had varicella in the past year

Denominator: Age specific population estimates
from the US Census

Target setting method: 5% decrease
Other notes: Summary varicella aggregate reports

were used for 2007-2010.

5. (Developmental) Reduce invasive
healthcare-associated methicillin-resistant
Staphylococcus aureus (MRSA) infections

Measure: Hospital-associated MRSA infections per
1000 patient days

Numerator: Number of MRSA-HALI in the hospital
Denominator: Number of patient days

Data Source: National Healthcare Safety Network
(NHSN)

Target setting method: To be determined when data
are available.

Other notes: Reporting of healthcare-associated
MRSA infections has been mandated by the State
and data will be analyzed when validated.
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Injury and Violence

Background:

Injury and violence are pervasive problems that
many Mainers have encountered at some point

in their lives. Sexual and domestic violence are
widespread crimes that hurt individuals, families
and entire communities. Bullying among students
occurs on school campuses, in the community and
via electronic means, often leading to physical
violence as well as suicidal behaviors.

Health Equity Highlight: GLBT Populations

Gay/lesbian/bisexual sexual orientation is
associated with increased risk of suicidal
behavior and bullying.*2 On the 2009 Maine
Integrated Youth Health Survey (MIYHS),
among self-identified lesbian, gay, and bisexual
(LGB) youth:?

* One in four (27.8%) attempted suicide within
the previous 12 months, more than 3 times
the percentage reported by heterosexual
youth.

* One in five (19.8%) did not go to school at
least once in the past month because they felt
unsafe, almost 5 times the percentage of
heterosexual youth.

* 40.2% experienced cyber-bullying and 45%
had been bullied at school during the past
year, over twice the percentage of heterosexual
youth.

National studies show that transgendered
individuals are also at higher risk for suicide, but
no data for Maine are available.

HEALTHY MAINE 2020

Unintentional and intentional injuries and their
consequences are significant causes of morbidity
and are responsible for hundreds of millions in
health care costs each year in Maine.® Many injury
deaths occur in childhood, adolescence and young
adulthood, making injury a leading cause of lost
years of productive life in Maine and in the nation
as a whole.® The physical, emotional and financial
impact from injuries can be significant and lifelong.®
Injury and violence prevention efforts are intended
to save lives, reduce disabilities, and minimize
health care costs.®

Maine has the 2nd highest rate of injury deaths
among the New England states.”

Unintentional injury is the leading cause of death
for Mainers aged 1-44 years and the 5th leading
cause of death across the lifespan.” The leading
causes of injury death for Maine residents are:
suicide, motor vehicle traffic injuries, unintentional
poisoning and unintentional falls.®

The Public Health Response

Injury and violence are preventable. Steady
advances in injury and violence prevention science
and improvements in data collection have helped
inform evidence-based interventions. Many of these
are available for dissemination in Maine, although
some require further testing for applicability in
rural areas. The core elements of injury/violence
prevention mirror that of essential public health
services with a focus on primary prevention in

a population-based approach. Decisions and
prevention activities are based on data collection
and analyses that identify and track over time the
leading causes of mortality and morbidity, risk

and protective factors, and high risk groups. Best
practice interventions, including education, policy
development, and training can then lead to reduced
rates of mortality and morbidity. Evaluation of the
impact of these activities ensures that effective
strategies are continued.



To achieve a reduced burden of injury and violence
in Maine it is crucial to implement effective
policies that address the incidence of injury
prevention and enhance collaborations among

key systems including public health, health care,
education, law enforcement, mental health, social
services, substance abuse, recreation, economic
development, business, and the general public.

While many gains in injury and violence prevention
have been achieved and many lives saved, there
remains a unique attitude of acceptance about
injury and violence when compared to other
leading causes of death. Injury and violence
incidents are often not viewed as preventable,
when, in fact, they are.

HM2020 Ohjectives

1. Reduce the suicide rate

In Maine, suicide occurs seven times more often
than homicide, with an average of one suicide
every two days.® Suicide is the second leading cause
of death among 15-34 year-old Mainers and the
tenth leading cause among all ages combined.” The
suicide rate in Maine did not change significantly
between 1999 and 2009. It has consistently been
similar to the U.S. rate and higher than the rate in
the Northeast.” In 2009 there were 14 suicides per
100,000 Maine residents.

Age-Adjusted Suicide Rate per 100,000, Maine, 1999-2009
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Despite the challenges, evidence-based programs
developed in Maine and across the nation
demonstrate that it is possible to reduce suicidal
behaviors through education, early intervention and
treatment.’® The Healthy Maine goal is to reduce
the suicide rate to 12.6 suicides per 100,000 Maine
residents by 2020.

Suicidal behavior is a much larger public health
problem than what is represented by death statistics
alone. It is estimated that, for every completed
suicide, there are from 25 to 100 non-fatal youth
suicide attempts.!” The impact of suicide is
devastating to surviving family, friends, and entire
communities.

2. Reduce nonfatal child maltreatment

Child maltreatment can result in long-term
physical, psychological, and behavioral problems
including sleep disturbance, cognitive impairment,
obesity, depression, attention problems, teen
pregnancy, alcoholism, and criminal behavior."

Rate per 1,000 of Children Aged 0-17 Years with
a Substantiated Report of Child Maltreatment,
Unduplicated,Maine,2009
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In 2009, Maine had a rate of 14 cases of child
maltreatment per 1,000 children; the Healthy
Maine 2020 goal is 12.6 cases per 1,000. Data for
this measure is not available before 2009, but other
measures for child maltreatment indicated that it
has increased in Maine over the past five years and
is higher than national rates.”?

3. Reduce bullying among adolescents

Youth who are bullied are at increased risk for
problems such as anxiety, depression, headaches,
and poor school adjustment. Youth who bully
others are at increased risk for academic problems,
substance use, and violence later in life.”* In 2011,
24.0% of Maine high school students had been
bullied on school property in the past 12 months.

Proportion of High School Students Who Have Been Bullied on
School Property During Past 12 Months, Maine, 2009,2011
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Bullying among students is also a significant issue
beyond school campuses, both in the community
and via electronic means. In 2009, one in five Maine
high school students reported having been “cyber-
bullied” (harassed via e-mail, chat room, or other
electronic media) in the last 12 months."* Among
those who had been cyber-bullied, 55% reported
being bullied at school, whereas 45% of non-cyber-
bullied students reported being bullied at school.
Students who were cyber-bullied were twice as
likely to report suicidal thoughts.* The Healthy
Maine goal is to reduce bullying on school property
to 21.6% by 2020.

4. Reduce motor vehicle crash related deaths
Unintentional motor vehicle traffic crashes were
the leading cause of death among 5-24 year-olds

in Maine between 2003 and 2007. The lifetime
medical and work-loss costs associated with all
motor vehicle traffic deaths that occurred in Maine
in 2005 alone were estimated to be nearly $154
million (in 2005 dollars).”

The unintentional motor vehicle traffic mortality
rate in Maine declined slowly beginning in 2002,
though the decline was not statistically significant.
In 2009 unintentional motor vehicle traffic crashes
resulted in 11.1 deaths per 100,000 people; the
Healthy Maine goal is to reduce the mortality rate
10% (to 10 deaths per 100,000 people) by 2020.

Age-Adjusted Unintentional Motor Vehicle Traffic-related Mortality Rate per 100,000, Maine, 2000-2009
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5. Reduce sexual and domestic violence

Sexual and domestic violence are public health
issues that can be prevented through changes

in policies, environment and cultural norms,
education, early intervention, and support for
survivors. Because many women do not feel safe
or comfortable reporting these crimes to public
safety officers, Intimate Partner Violence (IPV) and
sexual violence statistics may be under-reported.
To combat this problem, population-wide data

has been collected on the Behavioral Risk Factor
Surveillance System (BRFSS). However, as of 2010,
IPV and sexual violence survey questions are still
relatively new and trend data are not yet available.

5a. Reduce violence by current or former
intimate partners
Domestic violence continues to be both a criminal
and public health issue with over 5,000 cases of
domestic assault reported in Maine annually.’ IPVs
includes emotional abuse, threats, physical violence
and/or sexual violence. The harmful effects can
be physical, emotional, or behavioral; examples
include cuts and scratches, broken bones, head
trauma, flashbacks, panic attacks, low self-esteem,
difficulty trusting others, and having risky sex.!®

In 2010, 1.7% of adults had experienced physical
violence or unwanted sex with a current or former
partner in the past 12 months; the Healthy Maine

Percent of Adults Aged 18 and Over Who Experienced Physical
Violence or Unwanted Sex with a Current or Former Intimate
Partner in the Past 12 Months, Maine 2007, 2008, 2010
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2020 goal is 1.5%.

5b. Reduce rape or attempted rape

Victims of sexual violence, and their families and
communities, can experience both immediate and
long term physical, psychological, social, and health
behavior problems. Examples include chronic pelvic
pain, anxiety, withdrawal, attempted or completed
suicide, strained relationships, drug use, and
overeating.”

The Maine BRFSS questions for rape have not
consistently been included in the past, and only
selected years can be presented. Previously, 2006
provided the most inclusive data and in that year,
10% of Maine women reported ever experiencing
rape or attempted rape. The Healthy Maine goal is
to reduce that to 9% by 2020.

Percent of Women Who Report Ever Having Unwanted Sex,

or Attempted Unwanted Sex, Maine, 2006 and 2009
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Age-Adjusted Poisoning Mortality Rate per 100,000 By Intent, Maine 1999-2009

20

15 - *
(]
10
Age-Adjusted Rate
per 100,000 5 -
0
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2020
Target
All intents 6.0 5.5 7.1 11.6 10.8 11.4 13.0 13.3 14.0 14.1 149 149
—®— Unintentional/undetermined intent 2.8 4.1 4.8 8.7 9.0 9.5 11.2 11.2 11.1 11.8 11.8 11.8

Data source: Death certificates, Office of Data, Research, and Vital Statistics; U.S. Census Bureau population estimates

6. Prevent an increase in the rate of poisoning
deaths
Almost one of every four injury deaths in Maine in
2004-2008 was due to poisoning (intentional and
unintentional).”” The lifetime combined medical
and work loss costs from poisoning deaths in Maine
in 2005 alone were estimated to be nearly $162
million (in 2005 dollars). The poisoning death
rate increased nearly 214-fold between 1999 and
2009. This increase was driven by unintentional
poisonings. Unintentional poisoning was the
third leading cause of injury deaths in Maine
between 2004 and 2008."* The unintentional and
undetermined intent poisoning death rate increased
four-fold between 1999 and 2009. The Healthy
Maine goal is to maintain the baseline rate of
poisonings through 2020.

7. Reduce emergency department visits from
unintentional falls

One of every three U.S. adults aged 65 or older falls

each year. Injuries caused by falls such as head

trauma and hip fractures can decrease an older

person’s ability to live independently and increase

their risk of early death.”

In Maine the 2009 unintentional fall-related
emergency department visit rate (7,465 per 100,000)
was nearly 112 times higher than the 2000 rate
(5,089 per 100,000). The Healthy Maine goal is to
reduce the unintentional fall-related emergency
department visit rate to 6,718.3 per 100,000 adults
aged 65 years or more.

Unintentional Fall-related Emergency Department Visit Rate Among 65+ Year Olds, Maine, 2000-2009
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Methodology notes

1. Reduce the suicide rate
Measure: Age-adjusted suicide rate, per 100,000.

Numerator: Number of deaths of Maine residents
for which the underlying cause of death ICD-10
code is U03, X60-X84, or Y87.0

Denominator: Number of Maine residents.
Target setting method: 10 percent improvement.

Other notes: Rates per 100,000, age adjusted using
the 2000 census population counts.

2. Reduce nonfatal child maltreatment

Measure: Rate per 1,000 of children aged 0-17 years
with a substantiated report of child maltreatment in
the past year.

Numerator: Number of unduplicated Maine
children aged 0-17 years with a substantiated report
of child abuse or neglect.

Denominator: Number of children in Maine aged
0-17.

Target setting method: 10 percent improvement.

Other notes: 2009 was the first year that data on
substantiated reports on unduplicated children
were presented in the national Child Maltreatment
Reports (U.S. Department of Health and Human
Services, Administration for Children and Families,
Administration on Children, Youth and Families,
Children’s Bureau).

3. Reduce bullying among adolescents
Measure: Percent of high school students who have
been bullied on school property during past 12
months.

Numerator: Number of respondents who answer yes
to “During the past 12 months, have you ever been
bullied on school property?”

Denominator: Number of respondents who answer
yes or no to this question.

Target setting method: 10 percent improvement.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data are weighted using the original methods.

4. Reduce motor vehicle crash related deaths

Measure: Age-adjusted unintentional motor vehicle
traffic related mortality rate, per 100,000.

Numerator: Number of deaths of Maine residents
for which the underlying cause of death ICD-10
code is V02-V04 (1, .9), V09.2, V12-V14 (.3-.9), V19
(4-.6), V20-V28 (.3-.9), V29-V79 (4-.9), V80 (.3-.5),

V81.1,V82.1, V83-V86 (.0-.3), V87 (.0-.8), or V89.2
Denominator: Number of Maine residents.
Target setting method: 10 percent improvement.

Other notes: Age-adjusted to the 2000 U.S. Census
Bureau population estimates.

5. Reduce sexual and domestic violence

SUB-OBJECTIVES:

5a. Reduce violence by current or former intimate
partners.

Measure: Percent of 18+ year olds who experienced

physical violence or unwanted sex with a current or

former intimate partner in the past 12 months.

Numerator: Number of respondents who answered
yes to “In the past 12 months have you been
frightened for the safety of yourself, your family

or friends or because of the anger of threats of an
intimate partner?” Or answered yes to “during

the last 12 months have you experienced physical
violence or had unwanted sex with a current or
former intimate partner?”
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Denominator: Number of respondents who
answered these questions.

Other notes: BRFSS prevalence rates are statistically
weighted to be more representative of the general
adult population of Maine and to adjust for non-
response. 2008 numerator is <50.

5b. Reduce rape or attempted rape.
Measure: Percent of women who report ever having
unwanted sex, or attempted unwanted sex

Numerator: Number of respondents who answered
yes to “has anyone ever had sex with you after you
said or showed that you didn’t want them to?” and/
or number of respondents who answered yes to “has
anyone ever attempted to have sex with you after
you said or showed that you didn’t want to, but sex
did not occur?” Healthy People 2020 includes four
intimate partner violence developmental objectives
(physical violence, sexual violence, psychological
abuse, and stalking), with data to be obtained from
the National Intimate Partner and Sexual Violence
Survey. These data were not available at the time
this report was produced.

Denominator: Number of respondents who
answered these questions.

Other notes: 2010 question wording differs slightly
“Has anyone ever had sex with you after you

said or showed that you didn’t want them to or
without your consent?” BRFSS prevalence rates are
statistically weighted to be more representative of
the general adult population of Maine and to adjust
for non-response. Healthy People 2020 includes
this measure as a developmental objective, with
data to be obtained from the National Intimate
Partner and Sexual Violence Survey, which was
unavailable at the time this report was produced.

Target setting method: 10 percent improvement.

HEALTHY MAINE 2020

6. Prevent an increase in the rate of poisoning
deaths

SUB-OBJECTIVES:
6a. All intents

Measure: Age-adjusted poisoning mortality rate, per
100,000.

Numerator: Number of deaths of Maine residents
for which the underlying cause of death ICD-10
code is U01.6-U01.7, X40-X49, X60-X69, X85-X90,
Y10-Y19, or Y35.2.

Denominator: Number of Maine residents.

6b. Unintentional or undetermined intent among
all persons.

Measure: Age-adjusted unintentional or
undetermined poisoning mortality rate, per
100,000.

Numerator: Number of deaths of Maine residents
for which the underlying cause of death ICD-10
code is X40-X49 or Y10-Y19.

Denominator: Number of Maine residents.
Target Setting method: Using the HP2020 target.

Other Notes: Unintentional or undetermined intent
is a HP2020 sub-objective, and is included, since
unintentional poisoning deaths are where the
increase is happening.

7. Reduce hospitalizations from unintentional
falls

Measure: Unintentional fall-related emergency

department visit rate among 65+ year olds, per

100,000

Numerator: Number of inpatient or outpatient
dataset records with 450-459 revenue code and
E880.0-E886.9 or E888 listed in one or more
diagnosis/E-code fields and age at admission >= 65
years



Denominator: Number of 65+ year old Maine
residents

Target setting method: 10 percent improvement

Other notes: crude rates per 100,000. Includes both
inpatient and outpatient dataset records with 450-
459 revenue code and E880.0-E886.9 or E888 listed
in one or more diagnosis/E-code fields. Healthy
People 2020 uses data from the National Hospital
Ambulatory Medical Care Survey to measure this
objective at the national level. State-level data are
not available from that survey, so Maine data will be
taken instead from Maine hospital datasets.
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Mental Health

Background

A person’s ability to carry on productive activities
and live a rewarding life is affected not only by
physical health but by mental health. In addition,
mental well-being can affect physical well-being
in many ways,' yet many people still find that
treatment is difficult to access.

Mental health is a broad and complex issue with
many facets to consider. A wide range of symptoms
and conditions can lead to disruptions in mental
well-being, and consequently to self-care and
social abilities. Some of these conditions are severe
enough to be considered “illnesses,” consisting

of clusters of symptoms. These are the conditions
most often cited in reference to mental health.
However, the most common mental health
disruptions are milder and may fall short of a
diagnosable condition, though they still impact
daily functioning for many.?

Health Equity Highlight: Women

A person’s gender can impact the presentation
and prevalence of mental illness due to
differences in environmental, social, hormonal
and physiological factors.

* Women are more likely than men to report
experiencing days when their mental health
was not good (2.7 versus 4.1 mentally
unhealthy days in the past 30 days.)?

* Women are at a greater risk for experiencing
depression and anxiety than men regardless of
age. More than 1 in 4 women have ever been
diagnosed with depression and 1 in 5 have
been diagnosed with an anxiety disorder.?

* Women are more than twice as likely as men
to have an unmet need for mental health
treatment or counseling.?
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Reports issued by DHHS show that:

* 12.1% of persons 18 and older reported severe
psychological distress in the past year in 2006,
with 8.8% reporting at least one major episode of
depression.*

+ Among 18-25 year olds, about 1in 5 people
reported severe psychological distress in the
past year.*

* 1in 8 new mothers in Maine is diagnosed with
depression.®

* 7.2% of children ages 0-17 have emotional,
developmental, or behavioral problems for which
they need treatment or counseling.®

The Public Health Response:

While state mental health services have often

been focused on children and the severely and
persistently mentally ill, there is a growing
recognition that there is need for interventions

for a wider range of mental health needs. Data on
mental health among Maine citizens is regularly
collected on several public health surveys, including
the Maine Integrated Youth Health Survey, the
Pregnancy Risk Assessment Monitoring System,

and the Behavioral Risk Factor Surveillance System.

Comprehensive, population-based approaches to
promoting mental health continue to be primarily
focused on early identification and linkages to

care for those with mental health needs, while

the prevention of mental illness lacks evidence-
based practices. The current efforts have been
hampered by the lack of communication and
cooperation between the public health and mental
health communities, despite the well-known cross
connections between mental health and chronic
disease, as well as the strong causal links with
substance abuse. Maine has worked to address these
needs by forging links between traditional medical
providers and mental health practitioners, through
pilot programs in federally qualified health centers



and through screening education programs for
MCDC sub-grantees and other medical providers.
These pilot projects, which have included the
co-location of services and coordination of care,
show promise.

Efforts to address mental health issues are also
challenged by the underreporting and consequent
under-treatment of these conditions, often due to
the pervasive socio-cultural stigma attached to
those who are diagnosed and treated for mental
health issues. This stigma is part of the reason
that persons with mental health issues often find
themselves struggling to pay or find coverage for
treatment, as health insurance plans often do not
cover mental health-related issues as thoroughly
as those traditionally seen as solely physical in
nature.” Policy approaches, including mental health
parity laws for health insurance have made some
progress.

HM2020 Ohjectives

1. Increase the proportion of primary care
facilities that provide mental health
treatment onsite or by paid referral

Evidence has shown that co-location of primary

care and mental health services increases access

and collaboration, resulting in better outcomes for

both physical and mental health.®

Proportion of Primary Care Facilities That Provide Mental
Health Treatment Onsite or by Paid Referral, Maine, 2010
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Data Source: HRSA Uniform Data System Report

This small sample of primary care providers
indicates that co-location of services is being
implemented in 94% of facilities; the Healthy
Maine 2020 goal is 100%. With funding from the
Health Resources and Services Administration,
grantees may be better able to create infrastructure
to make co-location happen, although pilot projects
also occur outside of these settings. This baseline
data does not give us information regarding the
degree of integration and collaboration.

2. Increase healthy behaviors of people with
mental health issues
People with mental health issues report fewer
healthy behaviors such as physical activity, good
nutrition, no tobacco use and moderate or no
alcohol use. These healthy behaviors can impact the
incidence of other chronic diseases, as well as help
to manage depression and other mental illnesses.!

Proportion of Adults With Depression or Anxiety Who Report Having Recommended Level of

Physical Activity and Nutrition, Maine, 2009
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Proportion of Adults With Depression or Anxiety Diagnosis Who Do Not Drink

Heavily or Smoke, Maine, 2006, 2008-2010
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In 2009, only 29.2% of adults with depression

or anxiety reported eating 5 or more fruits and
vegetables a day; and 51.5% met recommendations
for physical activity. The Healthy Maine 2020
goal is increase those numbers to 31% and 56.7%,
respectively.

In 2010, 94.9% of adults diagnosed with depression
or anxiety did not smoke and 72.7% were not heavy
drinkers. The Health Maine 2020 goal is to increase
those numbers to 99.6% and 80%, respectively.

3. Reduce co-morbidity for persons with
mental illness

Those with mental illness are more likely to

also have a range of other chronic diseases.

Self-management of chronic disease can also be

more challenging for those with a mental illness.

Reducing co-morbidity can result in better quality

of life as well as reduce early mortality for this

population.’

Proportion of Persons With a Diagnosis of Anxiety or Depression
Who Have at Least One Selected Chronic Disease (Diabetes,
Asthma, Hypertension), Maine, 2009
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In 2009, approximately 53.4% of Mainers diagnosed
with anxiety or depression had at least one chronic
disease (diabetes, asthma, hypertension); the
Healthy Maine goal is 48.1%.

4. Increase the proportion of children with
mental health problems who receive
treatment

Research has shown that half of all lifetime cases

of mental illness develop before age 14.1° Untreated

mental illness can lead to more severe symptoms
that are difficult to treat and increases the risk for
co-occurring mental illnesses."

Although 70% of children and adolescents who
need mental health treatment are currently
receiving treatment, almost 1 in 3 in need of
treatment are not receiving it. 2007 was the first
year this indicator was available.

Proportion of 2-17 Year-old Children Who Needed Mental
Health care Who Received Such Care, Maine, 2007
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5. Increase the proportion of adults with mental

health disorders who receive treatment
There are evidence-based treatments that can
positively affect the quality of life for those with
depression. Treatment for depression can also
positively affect co-occurring health issues and
reduce suicide.??

In 2009, approximately half of adults who reported
depression were receiving mental health treatment;
the Healthy Maine goal is 54.9%. The survey
question used for this indicator was first asked

in a 2009 survey, therefore trend data is not yet
available.

Proportion of Adults With Moderate to Severe Depression,
Who Report That They Are Receiving Counseling or Medication
for Their Mental Health, Maine, 2010
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Data Source: Maine BRFSS

6. Increase the proportion of persons with
co-occurring substance abuse and mental
disorders who receive treatment for both
disorders

Studies have shown that serious mental illness

is correlated with illicit drug use and that adults

who were heavy alcohol users in the past month

were more likely to have a serious mental illness
than those who were not.”* Some 60% of people
with severe and persistent mental illnesses abuse

substances. Substance abuse is also relatively
common among persons with less severe forms of
mental illness.* Among all types of mental illness
and age groups, substance abuse compounds the
existing problem and makes effective treatment
more difficult. Over the past ten years, Maine has
been among the leaders nationally in attempting
to address the problem of dual diagnosis,*
however much work remains to be done in the
coming decade.

In the period of 2005-2009, 7.5% of adults with
co-occurring serious psychological distress and
alcohol or illicit drug dependence or abuse received
treatment or counseling at a treatment facility in the
last year. The Healthy Maine 2020 goal is 8.3%.

Adults 18+ With Co-occurring Serious Psychological Distress

and Alcohol or Illicit Drug Dependence or Abuse Who Received
Mental Health Treatment/Counseling and Tilicit Drug or Alcohol
Treatment at a Specialty Facility in the Past Year, Maine, 2005-09
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Data Source: National Survey on Drug Use and Health
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Methodology

1. Increase the proportion of primary care
facilities that provide mental health
treatment onsite or by paid referral

Measure: Percent of primary care facilities that
provide mental health treatment onsite or by
paid referral.

Numerator: Number of primary care facilities
receiving HRSA grant funds that provide mental
health treatment on site or paid by referral.

Denominator: Number of primary care sites
receiving HRSA grant funds.

Target setting method: Complete achievement, less
than a 10% improvement.

Other notes: This is data reported by HRSA
grantees as part of the Uniform Data System Report.
It does not include any primary care sites that do
not receive HRSA funding. It does not detail the
extent of services available. There is a need for
more information from a broader array of primary
care providers, but there are no better data sources
available at this time. This is a Healthy People 2020
objective. Although this data source is imperfect, no
other Maine-based data sources were considered
practical for this objective.

2. Increase healthy behaviors of people with
mental health issues

SUB-OBJECTIVES:

2a. Increase the proportion of persons with a
diagnosis of depression or anxiety who eat five
fruits and vegetables per day.

Measure: Percent of persons with a diagnosis
of depression or anxiety who eat five fruits and
vegetables per day.

Numerator: Number of respondents who report that
they have ever been diagnosed with depression or
anxiety who report that they have eaten at least 5
fruits or vegetables per day during the past week.
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Denominator: Number of respondents who report
they have ever been diagnosed with depression
or anxiety and responded to fruit and vegetable
question.

2b. Increase the proportion of persons with a
diagnosis of depression or anxiety who meet the
recommendations for physical activity.

Measure: Percent of persons with a diagnosis of
depression or anxiety who meet recommendations
for physical activity.

Numerator: Number of respondents who report that
they have ever been diagnosed with depression or
anxiety who report that they have participated in at
least 20 minutes of vigorous activity at least 3 days/
week or 30 or more minutes of moderate exercise 5
or more days per week

Denominator: Number of respondents who report
they have ever been diagnosed with depression or
anxiety and responded to physical activity question.

2¢. Increase the proportion of persons with a
diagnosis of depression or anxiety who do
not smoke.

Measure: Percent of persons with of persons with
a diagnosis of depression or anxiety who do not
smoke.

Numerator: Number of respondents who report
that they have ever been diagnosed with depression
or anxiety who report that they are not current
smokers (RFSMOK2).

Denominator: Number of respondents who report
they have ever been diagnosed with depression or
anxiety and responded to smoking question.

2d. Increase the proportion of persons with a
diagnosis of depression or anxiety who are
not heavy drinkers.

Measure: Percent of persons with a diagnosis of
depression or anxiety who are not heavy drinkers
who report that they have ever been diagnosed



with depression who report that they are not heavy
drinkers (>2 drinks per day for men, >1 drink per
day for women).

Denominator: Number of respondents who report
they have ever been diagnosed with depression or
anxiety and responded to binge drinking question.

Target setting method: 10% Improvement, except
for 2d., which is a 5% improvement.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response.

3. Reduce co-morbidity for persons with
mental illness

Measure: Percent of persons with a diagnosis of
anxiety or depression who have at least one selected
chronic disease (diabetes, asthma, hypertension).

Numerator: Number of respondents who report
ever having been diagnosed with anxiety or
depression and who report being diagnosed with
asthma, diabetes, or hypertension.

Denominator: Number of respondents with a
diagnosis of depression or anxiety and responded
to asthma, diabetes or hypertension questions.

Target setting method: 10% Improvement.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response.

4. Increase the proportion of children with
mental health problems who receive
treatment

Measure: Percent of 2-17 year old children who
needed mental health care who received such care

Numerator: Number of 2-17 year olds for

whom parent/guardian answers yes to both
“Does [CHILD] have any kind of emotional,
developmental, or behavioral problem for which

[he/she] needs treatment or counseling”? and
“Mental health professionals include psychiatrists,
psychologists, psychiatric nurses, and clinical social
workers. During the past 12 months, has [CHILD’S
NAME] received any treatment or counseling from
a mental health professional?”

Denominator: Number of 2-17 year olds for whom
parent/guardian answers yes to “Does [CHILD]
have any kind of emotional, developmental, or
behavioral problem for which [he/she] needs
treatment or counseling?”

Target setting methods: 10% improvement (same
method as HP2020).

Other notes: This is a Healthy People 2020 measure,
but uses a different data source, the National Survey
of Children’s Health. Data query from the Child and
Adolescent Health Measurement Initiative, Data
Resource Center for Child and Adolescent Health
website. Retrieved [01/05/12] from
childhealthdata.org.Significant changes were made
to the denominator, question, and introduction of
this indicator in the 2007 NSCH survey. In 2007
the age range was restricted to children age 2-17
years. Also in 2007, examples of mental health
professionals and services were added to wording
of the question introduction and text. It is for these
reasons that only 2007 data are presented. The
NSCH is only conducted every 4 years.

5. Increase the proportion of adults with mental
health disorders who receive treatment

Measure: Percent of adults who met the criteria for
current moderate or severe depression on the PHQ-
8, who report that they are receiving counseling or
medication for their mental health.

Numerator: Number of adults who meet the criteria
for current moderate or severe depression on the
PHQ-8 (PHQ-8 score >=10) and respond “yes” to
receiving counseling for their mental health.
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Denominator: Number of adults who meet the
criteria for current moderate or severe depression
on the PHQ-8 (PHQ-8 score >=10) and respond
“yes” or “no” to receiving counseling for their
mental health.

Target setting method: 10% improvement.

Other Notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. Maine
includes a depression screening module on the
BRFSS, which is not available in all states. This

is more inclusive than the HP 2020 measure

from National Survey of Drug Use in Households
(NSDUH), which is limited to those experiencing a
major depressive episode. The Maine data for this
indicator has small numbers and therefore is not
able to be tracked. Additional data from NSDUH on
treatment for those with any mental illness may be
added in the future.

6. Increase the proportion of persons with
co-occurring substance abuse and mental
disorders who receive treatment for both
disorders

Measure: Five year aggregate percentage of
persons aged 18 or older with co-occurring serious
psychological distress (SPD) and alcohol or illicit
drug dependence or abuse who received mental
health treatment/counseling and illicit drug or
alcohol treatment at a specialty facility.

Numerator: Number of people who reported serious
psychological distress (SPD) and alcohol or illicit
drug dependence or abuse, and reported receiving
treatment for both. Mental Health Treatment/
Counseling is defined as having received inpatient
care or outpatient care or having used prescription
medication for problems with emotions, nerves,
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or mental health. Respondents were not to include
treatment for drug or alcohol use. Respondents with
unknown treatment/counseling information were
excluded. Estimates were based only on responses
to items in the Adult Mental Health Service
Utilization module. Received Illicit Drug or Alcohol
Treatment at a Specialty Facility refers to treatment
received at a hospital (inpatient), rehabilitation
facility (inpatient or outpatient), or mental health
center in order to reduce or stop drug or alcohol
use, or for medical problems associated with drug
or alcohol use.

Denominator: Number of people who reported
serious psychological distress (SPD) and alcohol

or illicit drug dependence or abuse. Serious
Psychological Distress (SPD) is defined for this table
as having a score of 13 or higher on the K6 scale in
the past year.

Target setting method: 10% improvement.

Other Notes: Estimates for 2005, 2006, and 2007 are
based on an adjusted SPD variable and may differ
from estimates published in prior NSDUH reports.
See Section B.4.5 in Appendix B of the Results from
the 2008 National Survey on Drug Use and Health:
National Findings.
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Occupational Health

Background

During the average working day, 45% of Americans
spend close to eight hours, or a third of the 24-hour

day, on work or work-related activities.! Given the
length of time spent in this context, workplace
environments and activities have an enormous
impact on the working population’s health.
Nationally, millions of workers are injured or fall
ill every year due to hazards in their workplaces.?
Between 2000 and 2010, each year had an average

of 5,477 workplace fatalities nationwide.®* The most

common causes of these fatalities, in order, were:
highway incidents, falls, homicides, and being
struck by an object.

Health Equity Highlight:
Low-income Health Care Workers

Health care is one of top three fastest growing
sectors over the last decade in Maine, employing
28% of all Maine employees. Almost one third
of healthcare employees working nursing and
residential care facilities, and make on average
36% less that the overage average salary in
Maine.®

While rates of occupational injury to healthcare
workers have decreased over the past decade,
rates of injuries in nursing and residential care
facilities are not decreasing as fast as older
health care sectors and are almost twice as high
as all injuries in all sectors combined.”

Nursing aides, orderlies, and attendants
consistently ranked among the occupations
reporting the most disabling workers’
compensation claims from 1995 to 2010.8
These workers’ job duties include lifting and
moving patients and materials resulting in a high
frequency of overexertion and musculoskeletal
disorders. There is high turnover in this
occupation which may contribute to the high rate
of injuries.
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According to the Government Accountability Office
(GAO), these numbers may all be underestimates.*
The GAO found that there are incentives for
underreporting, both between employees and
employers and from employers to government
agencies. This agency also reports that national

and state data systems designed to capture
information about work-related illnesses and
injuries are inadequate to the task. In addition

to the undercounting that occurs among regular
employees and employers, “non-standard work
relationships” (e.g. contingent employment,
contracting, unofficial and part-time arrangements)
lead to further undercounting, as employers and
employees in these relationships may not be bound
by reporting rules.’ Work-related health hazards
cause an enormous impact on productivity and
quality of life that is not fully calculable.

The federal Occupational Safety and Health
Administration (OSHA) sets national standards for
workplace health and safety in the private sector.
The Maine Department of Labor (DOL) sets health
and safety standards for Maine employees in the
public sector. DOL also analyzes data from lost-
time workers’ compensation claims to develop
information about Maine’s work related injuries and
illnesses. In addition, each year, DOL administers
the federal Survey of Occupational Injuries and
Illnesses to a sample of Maine employers, which
generates additional information regarding work
related injury and illness rates in Maine.

The Department of Health and Human Services
administers the Occupational Disease Reporting
Law which requires healthcare providers,
healthcare facilities and medical laboratories

to reported designated occupational diseases.
Another partner in addressing workplace safety

is the Department of Environmental Protection,
which sets standards for and conducts inspections
related to environmental hazards in workplaces.



Outside of state government, hospitals throughout
the state provide both occupational medicine and
workplace wellness programs that can be accessed
by employers.

The Public Health Response

The workplace environment, from its production
processes to quality of its tools, is the largest factor
in a worker’s safety and health and his or her risk of
injury, illnesses, or even fatality.” Reduction of poor
health outcomes for employees requires assessment
of the theories and premises behind how the work
is carried out, as well as examination of work
methods and basic site safety. Ideally, workplaces
and processes would be designed beforehand with
safety and comfort in mind (i.e. properly ventilated,
equipped with appropriate tools of good quality,
lighted and furnished so as to reduce the impact

of physical motions required, equipped with break
spaces, etc.). However, healthy and safety audits
can still be conducted to benefit the workplace even
if initial design is long in the past. The National
Institute for Occupational Safety and Health
(NIOSH) has generated stakeholder-designed
solutions for eliminating hazards and eliminating
risks tailored to specific industries.

HM2020 Ohjectives:

1. Reduce the rate of injury and illness cases
involving days away from work due to
overexertion or repetitive motion

In the first half of the decade from 2000 to 2005, a
total of 93,100 work-related injuries and illnesses
were reported to the state.” The most common
injury-causing events, in order, were overexertion
in lifting and falling on floors or other surfaces.

la. Reduce the rate of injury and illness cases
involving days away from work due to
overexertion
With the increase of health care workers and care-
giving occupations due to Maine’s older population,
this cause of injury merits monitoring. Although the
rate is not stable due to small numbers, the trend
has been generally decreasing, and the Healthy
Maine 2020 goal is another 5% decrease in the next
10 years.

1b. Reduce the rate of injury and illness cases
involving days away from work due to
repetitive motion

Repetitive injuries are greatest in the office and

manufacturing industry sectors. This has also been

trending downwards, and the target for 2020 is a

further 10% reduction.

Incidence Rates of Injury and Illness Cases Involving Days Away from Work Due to Overexertion and
Repetitive Motion, per 10,000 FTE, Maine, 2003-2010
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Data source: U.S. Bureau of Labor Statistics Survey of Occupational Injuries and Ilinesses
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Rate of Death From Work-related Injuries Per 100,000 Employed, Maine, Three-year Moving Averages, 1998-2010
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2. Reduce deaths from work-related injuries

In the latter half of the decade, from 2005 to 2010,

a total of 115 Maine workers died as a result of
workplace hazards.® Despite the variations in year
to year rates, Maine’s rate is consistently one of the
highest in New England. Maine’s high proportion of
workers in Farm, Forest and Fishing Industries puts
a greater number of Maine workers’ at risk for fatal
injuries on the job. The majority of Maine’s worker
fatalities are the result of transportation incidents
across industries.

The work-related injury fatality rate has fluctuated
over time. There was a slow decline in the rate

in the first part of the last decade, followed by a
small increase in the second half of the decade.
The increases did not reach the same levels as

the highest point in the early part of the decade.

In 2009 the rate was 3.04 deaths per 100,000
employed; the Healthy Maine 2020 goal is 2.95
deaths per 100,000.

3. Reduce nonfatal work-related injuries
Estimating the burden and tracking work-related
injuries can help target prevention programs

and activities. Information on reported cases can
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be used to identify contributory factors and to
develop improved or new prevention strategies or
regulations to protect workers.

The most frequently referenced measurement of
the likelihood of being injured or ill on the job is the
non-fatal total recordable incidence case rate. This
rate has decreased gradually since 2002. The target
is a 10% reduction in the next decade.

Non-fatal Work-related Injuries Per 100 FTE, Maine, 2009-2010
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4. Reduce the proportion of persons who have
elevated blood lead concentration from work
exposure

From 2004-2010, as many as 107 Maine adults

developed elevated blood leads > 25 mcg/dl as

a result of work exposures.!” In 2010 the rate of

elevated blood levels in adults was 3.2 adults per

100,000; the Healthy Maine 2020 goal is 3.2. The

goal aims for a 0% reduction based on estimated

increases in screening and decreases in exposure.

Rate of Elevated Lead Blood Levels in Adults From Work Exposure,
Maine, 2004-2010
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Data source: Maine ABLES program, BLS Employment
status of the civilian non-institutional population.

5. Reduce new cases of work-related, noise-
induced hearing loss

Approximately 22 million U.S. workers are

exposed to hazardous noise levels at work, and an

additional 9 million exposed to ototoxic chemicals.

An estimated $242 million is spent annually on

worker’s compensation for hearing loss disability.

Work-Related, Noise-induced Hearing Loss Rate Per 10,000 FTE,
Maine, 200-20109
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Data source: U.S. Bureau of Labor Statistics Survey
of Occupational Injuries and Ilinesses

The Maine 2010 work-related noise-induced
hearing loss rate was 4.7 people per 10,000 FTE; the
Healthy Maine 2020 goal is 4.2 per 10,000. 2004

is the earliest year that this data was reported as

a separate category. Since then, there has been a
general decline in the rate. The Healthy Maine 2020
goal is a 10% reduction.

6. Reduce emergency department visits for
work-related asthma

One in seven U.S. adults suffers from work-related

asthma, according to American Thoracic Society

estimates. Work-related asthma can be prevented.

Monitoring trends will help us to develop

intervention strategies.

In Maine, the number of emergency department
(ED) visits due to work-related asthma varied from
2005 to 2009, but the trend did not show significant
decreases or increases. In 2009 there was a rate of
4.1 ED visits per 100,000 and the Healthy Maine
2020 goal is the same. The 0% reduction is based on
an increase in recognition of the causal relationship
between workplace exposures and asthma and a
decrease in exposure.

Rate of ED Visits Due to Work-related Asthma Per 100,000 Employed,
Maine, 2005-2009
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Source: Maine Health Data Organization
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Methodology Notes:

1. Reduce the rate of injury and illness cases
involving days away from work due to
overexertion or repetitive motion

SUB-OBJECTIVES:

la. Reduce the rate of injury and illness cases
involving days away from work due to
overexertion.

Measure: The rate of injury and illness cases
involving days away from work due to overexertion
per FTE.

Numerator: Number of injuries and illness with the
event code of overexertion X 20,000,000.

Denominator: Total hours worked.

Target setting method: 5% reduction.

1b. Reduce the rate of injury and illness cases
involving days away from work due to repetitive
motion.

Measure: The rate of injury and illness cases
involving days away from work due to repetitive
motion per FTE.

Numerator: Number of injuries and illness with the
event code of repetitive motion X 20,000,000.

Denominator: Total hours worked.
Target setting method: 10% reduction.

Other notes: Days away criteria, employer reports,
and lack of self-employed in sample results in
undercounts. Survey is based on employers’ self-
reporting their own business’s injury and illness
record and is therefore subject to employers’
knowledge of OSHA recordkeeping rules. There

is some evidence of inconsistencies between
businesses relating to this knowledge. Further detail
is provided in Bureau of Labor documentation.
After reviewing HP 2020 options, the occupational
health sub-committee chose measures relevant

to Maine that are similar to those on the CSTE
occupational health indicator list.
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2. Reduce deaths from work-related injuries
Measure: Deaths from work-related injuries.

Numerator: Count of work-related deaths in persons
greater than 16 years of age.

Denominator: Employed population age 16 years
or older residing in Maine (from: Employment
status of the civilian non-institutional population
in states by sex, race, Hispanic or Latino ethnicity,
marital status, and detailed age; Maine;
bls.gov/gps/#tables).

Target setting method: 10% reduction in 10 year
moving average.

Other notes: The numerator is derived from
multiple data sources, including death certificates,
media sources, workers comp, OSHA, & USCG,

and de-duplicated. Small counts in the numerator
and denominator throughout New England result
in large year to year variations. Due to the high
self-employed population, and some difficulty
determining who may have been “on the job” at the
time of a motor vehicle-related fatality, this number
is likely to be an undercount. Also, while the
numerator takes into account the number of worker
fatalities in Maine, the denominator looks at the
number of those living in Maine who are employed.
Further detail is provided in Bureau of Labor
documentation. After reviewing HP 2020 options,
the occupational health sub-committee chose
measures relevant to Maine that are similar to those
on the CSTE occupational health indicator list.

3. Reduce non-fatal work-related injuries

Measure: non-fatal injuries per FTE.

Numerator: Number of “recordable” injuries x
200,000 (100 employees x 40 hours x 50 weeks).

Denominator: Total hours worked.

Target setting method: 10% reduction.



Other Notes: Days away criteria, employer reports,
and lack of self-employed in sample results in
undercounts. Survey is based on employers’ self-
reporting their own business’s injury and illness
record and is therefore subject to employers’
knowledge of OSHA recordkeeping rules. There

is some evidence of inconsistencies between
businesses relating to this knowledge. Further detail
is provided in Bureau of Labor documentation.
After reviewing HP 2020 options, the occupational
health sub-committee chose measures relevant

to Maine that are similar to those on the CSTE
occupational health indicator list.

4. Reduce the proportion of persons who have
elevated blood lead concentration from work
exposure

Measure: The rate of persons who have elevated
blood lead concentration from work exposure
X 100,000 divided by the number of employed
persons.

Numerator: Number of Maine adults, > age 16, in a
given year with blood lead level > 25 mcg/dl due to
a work exposure.

Denominator: Employed population age 16 years
or older residing in Maine (from: Employment
status of the civilian non-institutional population
in states by sex, race, Hispanic or Latino ethnicity,
marital status, and detailed age; Maine;
bls.gov/gps/#tables).

Target setting method: 0% reduction based on
increases in screening and decreases in exposure.

Other notes: Other notes: Current data source only
includes follow-up on work exposure for those
with blood lead level > 25 mcg/d], although the
new standard is > 10 mcg/dl. When data on the new
standard becomes available, it may be desirable to
change this objective to match the new standard.
National ABLES calculates rates with total (work
and non-work related) as the numerator with

employed persons as denominator. In most states
this may be ok as almost all leads are occupational.
In Maine about 30% of our elevated leads are
non-occupational, so the rates you see here for just
work-related are lower than on the ABLES website.
Rates for the individual years are prevalence rates,
so some individuals may appear in more than one
year. The 2004-2010 total is de-duplicated. After
reviewing HP 2020 options, the occupational health
sub-committee chose measures relevant to Maine
that are similar to those on the CSTE occupational
health indicator list.

5. Reduce new cases of work-related, noise-
induced hearing loss

Measure: Work-related, noise-induced hearing loss
incidence per 10,000 FTE.

Numerator: Number of reported hearing losses
(based on Bureau of Labor standard).

Denominator: Total hours worked.
Target setting method: 10% reduction.

Other notes: Days away criteria, employer reports,
and lack of self-employed in sample results in
undercounts. Survey is based on employers’ self-
reporting their own business’s injury and illness
record and is therefore subject to employers’
knowledge of OSHA recordkeeping rules. There

is some evidence of inconsistencies between
businesses relating to this knowledge. Further detail
is provided in Bureau of Labor documentation. After
reviewing HP 2020 options, the occupational health
sub-committee chose measures relevant to Maine
that are similar to those on the CSTE occupational
health indicator list.
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6. Reduce emergency department visits for
work-related asthma

Measure: Rate of emergency department visits due
to work-related asthma.

Numerator: Number of emergency department
visits with asthma as the primary diagnoses, and
workers’ compensation as the payer or a E-code.

Denominator: Employed population age 16 years
or older residing in Maine (from: Employment
status of the civilian non-institutional population
in states by sex, race, Hispanic or Latino ethnicity,
marital status, and detailed age; Maine;
bls.gov/gps/#tables).

Target setting method: 0% reduction based on
increases in screening and decreases in exposure.

Other notes: Data is age-adjusted. May be an
undercount if E-code on work-related is not
included and workers comp is not the payer
(for example, an individual uses his or her own

insurance to pay). After reviewing HP 2020 options,

the occupational health sub-committee chose
measures relevant to Maine that are similar to those
on the CSTE occupational health indicator list.
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Physical Activity
and Nutrition

Background:

The U.S. has experienced a sharp increase in the
rate of obesity since 1980.! This trend has increased
risks for, many chronic diseases such as heart
disease, type 2 diabetes, several types of cancers,
stroke and asthma.'? The diseases and disabilities
which accompany the obesity trend are costly

in terms of lost quality of life and productivity.
Preventable medical costs in the U.S. are estimated
at $66 billion dollars per year.?

Health Equity Highlight: Disability

People with disabilities experience disparities
related to maintaining a healthy weight and
meeting recommendations for physical activity
and nutrition. While it is not always clear
whether obesity and sedentary lifestyle leads

to disability, or whether a disability makes
achieving these more difficult, there are some
clear correlations. Different types of disabilities
can create a variety of barriers to healthy
behaviors.

* In 2008, 36.3% of people who reported
limitations in activities because of physical,
mental, or emotional problems or a health
problem that required use of special
equipment were obese, while only 22.4% of
those without these limitations were obese.’

* In 2007, 14.5% of people who reported
limitations in activities because of physical,
mental, or emotional problems or a health
problem that required use of special
equipment reported doing no physical activity
or exercise, compared to 3.2% of people
without these limitations.®

The rise in obesity is related to shifts in diet and
physical activity.! Americans increasingly work

at jobs and pursue hobbies that are sedentary in
nature. Meanwhile, greater quantities of food and
denser calorie foods are consumed as a larger part
of the diet. These two factors work together to drive
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average weights up, along with the risk of chronic
disease, early death, and disability.

Starting in 1995, and continuing into 2008, Maine’s
adult population consistently ranked as having the
highest obesity rates in New England.’ Maine’s
adult obesity rate in 2010 was 26.8%, making it
one of 36 states with an adult obesity rate greater
than 25%.4 Despite its status as a relatively heavy
state, Maine’s 2008-2010 rate of food insecurity was
significantly higher than the national average in
the “very low security” category.® Maine currently
has the highest food insecurity rates of all the New
England states.

The Public Health Response

Reducing and reversing the trend towards
unhealthy weight requires action at every level of a
state and community.® Strategies that are known to
work include restructuring the food environment to
make healthy choices easier, building physical
activity into school and workplace schedules, and
providing information about how to incorporate
these initiatives into daily lifestyles. In order to be
successful, communities must adopt and promote
messages that support those choices and spaces that
provide opportunities for active lifestyles. Programs
and individuals that provide food for others can
also design their menus and offerings to meet
requirements for a healthy lifestyle. Awareness of
areas with low access to healthy foods, called food
deserts, and initiatives to reduce these also promote
healthy eating. Promotion of public programs such
as “Let’s Go!” and “March into May” can improve
rates of physical activity.



Healthy Maine 2020 Objectives:
1. Reduce the proportion of children and
adolescents who are considered obese
Children and adolescents who are obese are likely
to be obese as adults and are therefore more at risk
for adult health problems such as heart disease,
type 2 diabetes, stroke, several types of cancer, and
osteoarthritis. One study showed that children who
became obese as early as age 2 were more likely to
be obese as adults.’

Only one year of Maine Integrated Youth Health
Survey data is currently available. However,
historical Youth Risk Behavior Survey data suggests
that there has been little change in the prevalence

of child and adolescent obesity over the past decade.

la. Reduce the percentage of kindergarten and
3rd grade students who are obese

In 2011 approximately 18% of kindergarten and

3rd grade students were obese. The Healthy Maine

2020 goal is 13.9%.

1b. Reduce the percentage of 5th and 6th grade
students who are obese

In 2011 approximately 24% of 5th and 6th grade

students were obese. The Healthy Maine 2020 goal

is 17.5%.

Proportion of children who are obese by grade, Maine, 2009, 2011
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Data source: Maine Integrated Youth Health Survey

1c. Reduce the percentage of 7th and 8th grade
students who are obese

In 2011 approximately 16% of 7th and 8th grade
students were obese. The Healthy Maine 2020 goal
is 12%.

1d. Reduce the percentage of 9-12 grade students
who are obese

In 2011 approximately 13% of high school students

were obese. The Healthy Maine 2020 goal is 10.1%.

2. Increase the proportion of adults who are at a
healthy weight

The nation is currently experiencing an epidemic

of obesity and obesity-related conditions. The

percentage of adults who are at a healthy weight has

Proportion of Adults at a Healthy Weight, Maine, 2000-2010
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declined over the past decade from 42% in 2000 to
35% in 2010. The Healthy Maine 2020 goal is 38.7%.

3. Increase the proportion of students who
attend daily physical education (PE) at school

Physical activity improves health and quality of

life and is one major way to prevent and control

overweight and obesity. Daily physical education

at school can increase physical activity among

students.

3a. Increase the proportion of 7th & 8th grade
students who attend daily physical education
(PE) at school

In 2011 approximately 10% of 7th and 8th grade

students attended daily physical education at

school. The Healthy Maine 2020 goal is 20%.

3b. Increase the proportion of 9-12th grade
students who attend daily physical education
(PE) at school
In 2011 approximately 6% of 9th-12th grade
students attended daily physical education at
school. Maine rates are lower that other New
England states. The Healthy Maine 2020 goal of
20% is based on the average of these other states’
rates.

Percent of adolescents who attend daily
physical education classes by grade,
Maine, 2009, 2011
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Data source: Maine Integrated Youth Health Survey

4. Reduce the percentage of households
experiencing food insecurity
Food insecurity directly impacts the ability of
individuals to consume a healthy diet which
promotes overall health and prevents and controls
disease. The percentage of Maine households
experiencing food insecurity has been increasing
since 2003-2005. In 2008-2010 approximately 15%
of Maine households experienced food insecurity.
The Healthy Maine 2020 goal is to reduce that
number to 12.3%.

Proportion of Households Experiencing Food Insecurity, Maine, Three-year Moving Averages, 2003-2010
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5. Increase fruit and vegetable consumption
among adults and children

Adequate fruit and vegetable intake can reduce

the risk of developing chronic diseases, including

stroke, possibly other cardiovascular diseases, and

certain cancers. Increasing the contribution of total

fruit vegetables to the diet of the population aged 2

and older is a Healthy People 2020 Leading Health

Indicator.

5a. Increase the percentage of Kindergarten
& 3rd grade students who eat five or more
servings of fruits and vegetables daily
In 2011, approximately 26% of kindergarten and 3rd
grade students ate 5 or more servings of fruit and
vegetables daily. The Healthy Maine 2020 goal is
31.3%.

5b. Increase the percentage of 5th and 6th
graders who eat five or more servings of
fruits and vegetables daily

In 2011, approximately 26% of 5th and 6th grade

students ate 5 or more servings of fruit and

vegetables daily. The Healthy Maine 2020 goal is

31.1%.

5c. Increase the percentage of 7th & 8th grade
students that eat five or more servings of
fruits and vegetables daily

In 2011, approximately 20% of 7th and 8th grade

students ate 5 or more servings of fruit and

vegetables daily. The Healthy Maine 2020 goal is

23.4%.

5d. Increase the percentage of 9th-12th grade
students that eat five or more servings of
fruits and vegetables daily

In 2011, approximately 17% of 9th-12th grade

students ate 5 or more servings of fruit and

vegetables daily. The Healthy Maine 2020 goal is

19.8%.

Proportion of children who eat five or more servings of fruit and vegetables
daily by grade, Maine, 2009, 2011
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5e. Increase the percentage of adults that eat five

or more servings of fruits and vegetables daily
While there was some slight improvement in adult
fruit and vegetable intake between 2000 and 2002,
there has been no improvement since. In 2009,
approximately 28% of adults ate 5 or more fruit and
vegetables daily. The Healthy Maine 2020 goal is
33.6%.

Proportion of Adults Who Eat Five or More Servings of Fruits and Vegetables Daily, Maine, 2000-2009
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Methodology Notes:
1. Reduce the proportion of children and
adolescents who are considered obese

SUB-OBJECTIVES:

la. Reduce the percentage of kindergarten and 3rd
grade students who are obese.

1b. Reduce the percentage of 5th and 6th grade
students who are obese.

lc. Reduce the percentage of 7th and 8th grade
students who are obese.

Measures: Percentage of students in specified grades
who are obese (>= 95th percentile of Body Mass
Index (BMI) for age and sex).

Numerators: Number of students whose heights and
weights (physical measures for 1a, student reports
for 1b & 1c) place them in the 95th percentile or
above for BMI for age and sex.

Denominators: Number of students in specified
grades with a valid (non-missing) BMI.

Target setting method: The White House Task
Force on Childhood Obesity in 2010 established
the goal of reducing childhood obesity prevalence
to that which existed in the 1960s and 1970s in

a generation, or reducing the prevalence to 5%

by 2030. The Healthy Maine 2020 target is set
assuming one third of the reduction will occur by
2020, the remaining two-thirds reduction by 2030.

Other notes: The measure is the same as a Healthy
People 2020 objective, but for grade levels, rather
than for specific age groups (2-5, 6-11, and 12-19
years). The Healthy People 2020 objective also
uses a different data source, National Health and
Nutrition Examination Survey (NHANES), which
is based on physical measures of heights and
weights, but is not available at the state level. The
Maine Integrated Youth Health Survey (MIYHS)
kindergarten and 3rd grade BMIs are also based on
physical measures of heights and weights, while
the older grades are based on student report. Data
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are statistically weighted to be more representative
of the general student population of Maine and to
adjust for non-response.

2. Increase the proportion of adults who are at a
healthy weight

Measure: Percentage of adults 18+ with a Body Mass
Index (BMI) >=18.5 and <25.

Numerator: Number of individuals with a BMT
>=18.5 and <25 based on respondents self-reported
height and weight.

Denominator: Number of respondents with valid
BMI.

Target setting method: The target is aligned
with HP2020: 10% improvement from the 2010
prevalence (35.2)

Other notes: The measure of healthy weight is the
same as for Healthy People 2020, but the Healthy
People 2020 measure is among adults 20+ years

of age, and uses National Health and Nutrition
Examination Survey (NHANES) data, which is
based on physical measures of height and weight,
but is not available at the state level. The Healthy
Maine 2020 measure is among adults 18+ years

of age and is based upon self-reported height and
weight. This variable is created variable from
continuous BMI variable (_(BMI4 and _BMI2). Data
are statistically weighted to be more representative
of the general adult population of Maine and to
adjust for non-response.

3. Increase the proportion of students who
attend daily physical education (PE) at school

SUB-OBJECTIVES:

3a. Increase the proportion of 7th & 8th grade
students who attend PE daily (weighted).

3b. Increase the proportion of 9-12th grade students
who attend PE daily (weighted).



Measure: Percentage of students in specified grades
who report attending physical education on five

or more days in an average week when they are at
school.

Numerator: Number of students in specified grades
who report attending physical education on five

or more days in an average week when they are at
school.

Denominator: Number of students in specified
grades who responded to the physical education
frequency question.

Target setting method: Based on current 9-12th
grade rates for other New England states, which
range from 17.9% - 24.0%.

Other notes: The HP2020 measure is the same,

but there is no indicator for 7th & 8th grade
students. The Healthy Maine 2020 uses national
Youth Risk Behavior Surveillance System data as
the data source. Maine Integrated Youth Health
Survey (MIYHS) provides a more representative
estimate for Maine than the Youth Risk Behavior
Survey. Data are statistically weighted to be more
representative of the general student population of
Maine and to adjust for non-response.

4. Reduce the percentage of households
experiencing food insecurity

Measure: Percentage of Maine households
experiencing food insecurity (low or very low
food security).

Numerator: Number of Maine households
experiencing low or very low food security.

Denominator: Total number of Maine households.

Target Setting method: A 20% improvement over the
2008-2010 rate (15.4), which will bring Maine back
to the 2003-2005 level.

Other notes: Data used is published in USDA Annual
Reports on Household Food Insecurity, available

here: ers.usda.gov/Briefing/FoodSecurity/readings.
htm#statistical. Percentages provided are three year
averages to provide more stable rates. The measure
and the data source are the same as Healthy People
2020.

5. Increase fruit and vegetable consumption
among adults and children

SUB-OBJECTIVES:

5a. Increase the percentage of Kindergarten & 3rd
grade students that eat five or more servings of
fruits and vegetables daily.

5b. Increase the percentage of 5th & 6th grade
students that eat five or more servings of fruits
and vegetables daily.

5c¢. Increase the percentage of 7th & 8th grade
students that eat five or more servings of fruits
and vegetables daily.

5d. Increase the percentage of 9th -12th grade
students that eat five or more servings of fruits
and vegetables daily.

Measures for 5a-5d: Percentage of students in
specified grades who ate fruits, 100% fruit juice,
and/or vegetables five or more times per day during
the past seven days

Numerator: Number of students in specified grades
who said they ate fruits, 100% fruit juice and/or
vegetables five or more times per day during the
past seven days (parental response for K & 3rd
graders).

Denominator: Number of students in specified
grades with responses to fruit juice, fruit, and
vegetable consumption questions.

Target setting method: A 20% improvement from the
2009 rate.

Other notes: Variable calculated using 3 questions:
fruit juice, fruits and vegetables. No 5 times per
day question on survey. Questions used: “During
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the past 7 days how many times drank 100% fruit
juice...”; “During past 7 days how many times ate
fruit (not including fruit juice...”; “During past

7 days how many times ate vegetables...” The
equivalent Healthy People 2020 measures are based
upon mean daily intake (e.g., in cups) of both fruits
and vegetables (measured separately) from dietary
intake data from National Health and Nutrition
Examination Survey (NHANES). Maine does not
have comparable data. This is the most relevant
and comparable data available. Data are statistically
weighted to be more representative of the general
student population of Maine and to adjust for non-
response.

5e. Increase the percentage of adults that eat five or
more servings of fruits and vegetables daily.

Measure: percentage of adults who ate fruits, 100%
fruit juice, and/or vegetables five or more times per
day during the past seven days.

Numerator: Number of Behavioral Risk Factor
Surveillance System (BRFSS) respondents who said
they ate fruits, 100% fruit juice and/or vegetables
five or more times per day during the past seven
days.

Denominator: Number of BRFSS respondents
who answered food and vegetable consumption
questions.

Target setting method: A 20% improvement from the
20009 rate

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response.

HEALTHY MAINE 2020

References

1.

U.S. Department of Health and Human Services,
The Surgeon General’s Vision for a Healthy and
Fit Nation. 2010: Washington, D.C.

Wang YC, McPherson K, Marsh T, Gortmaker
SL, & Brown M., Health and Economic Burden of
The Projected Obesity Trends in The USA and The
UK. The Lancet, 2011. 378(9793): p. 815-825.

Robert Wood Johnson Foundation, F as in Fat:
How Obesity Threatens America’s Future. 2011.

Centers for Disease Control and Prevention. U.S.
Obesity Trends. Overweight and Obesity 2011
[cited 2011 December 29]; Available from:
cdc.gov/obesity/data/trends.html#State.

Coleman-Jensen A, Nord M, Andrews M, &
Carlson S., Household Food Security in the United
States in 2010, Economic Research Service,
Editor. 2011, U.S. Department of Agriculture.

Healthy Maine Partnerships, The Maine Physical
Activity and Nutrition (PAN) Plan 2005-2010.
2005, Department of Health and Human
Services: Augusta, ME.

Maine Behavioral Risk Factor Surveillance
System, 2008.

Maine Behavioral Risk Factor Surveillance
System, 2007.

Centers for Disease Control and Prevention.
Childhood Obesity Facts. Adolescent and School
Health 2011 [cited 2011 December 29]; Available
from: cdc.gov/healthyyouth/obesity/facts.htm.



PHYSICAL ACTIVITY AND NUTRITION 85



Public Health
Emergency Preparedness

Background

Threats that can lead to public health emergencies
are always present. They include natural disasters
as well as biological, chemical and radiological
incidents and explosions. These threats can
rapidly overwhelm routine public health systems.
The impact of these threats can range from local
outbreaks to incidents with statewide, national or
global ramifications.

The 2009-2010 HIN1 influenza pandemic
underscored the importance of communities being
prepared to prevent, respond to, and rapidly recover
from public health incidents in order to protect
the health and safety of the public and emergency
responders. In Maine and nationally, public health
preparedness is ongoing. Preparing adequately

for public health emergencies requires continual
and coordinated efforts that involve every level of
government, the private sector, nongovernmental
organizations, and individuals.!

Health Equity Highlight: People with
Disahilities

For the millions of Americans who have
disabilities, emergencies present a real challenge.
These challenges range from mobility issues,

to the need for disability-related supplies and
medications, to special medical needs, to
increased difficulty dealing with the stress of an
emergency.

Lessons learned from the response to Hurricane
Katrina show that people with disabilities were
disproportionately affected by the storm. Census
figures indicate that more than 20% of the
population affected by Hurricane Katrina had
some type of disability.
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The Public Health Response

Public health emergency preparedness is a

very broad focus area encompassing the critical
infrastructure and key resources necessary for
preparedness, response, and recovery. It includes
the establishment and maintenance of security
measures ranging from the protection of core
public health functions, water/food systems and
power grids to regional nuclear power plants. It also
includes empowering and engaging citizens in their
own coping and recovery strategies and those of
their communities.? Preparedness and response is
critically reliant on sound communication systems
and collaboration.>3

Nationally and in Maine, hospital emergency
departments are currently working at or above
capacity on any given day due to staffing shortages,
decreased revenues, and increasing numbers of
uninsured seeking medical treatment at emergency
departments. Because hospital emergency
departments are already working at or above
capacity, the ability to provide a high standard

of care for additional patients during a disaster

or public health emergency severely strains an
already strained system. Unfortunately, federal
funding allocated for public health emergency
preparedness, including bioterrorism response,

has progressively declined over the course of the
last eight years, compromising our national state of
readiness for disaster.?

Maine has developed public health emergency

preparedness and response capacity at both the

local and statewide level. Maintaining this capacity

requires ongoing work with a focus on:*?

+ Complete and tested public health emergency
response plans.

* Systems to assure a trained, robust public health
and healthcare system workforce.

+ Ongoing crucial coverage and surge capacity for
disease investigation and response, mass delivery
of immunizations, linkages with animal health
systems and healthcare.



* Support to disease investigation and laboratory
capability to identify and respond to disease
agents, toxins, and other health threats found in

the environment, food, water or other substances.

« Maintenance of capacity to receive, distribute
and dispense assets from the federal Strategic
National Stockpile. This includes large quantities
of medication, vaccine and medical supplies to
supplement state and local assets in a public
health emergency.

* Maintenance of communications systems to alert
partners about public health events, to assess
real-time hospital bed capacity and to share
information with key responders at all levels.

+ Planning for healthcare facilitated “alternate care
sites” for medical care during local or statewide
public health emergencies.

* Medical Reserve Corps units and other volunteer
teams in that will augment medical care during a
large-scale emergency.

+ Systems to assure healthcare organizations have
equipment and training necessary to respond to
a wide spectrum of public health emergencies,
such as: decontamination facilities and training
for hospital staff, personal protective equipment,
radiation detectors, annual Incident Command
Training, and continuity planning exercises.

* Contributions to community resiliency for all
including vulnerable populations.

Healthy Maine 2020 Objectives

1. Reduce the time to necessary to activate
designated personnel in response to a public
health emergency via the Health Alert
Network

The Maine CDC disseminates important messages

to the general public as well as to public health

and healthcare officials through the Maine Health

Alert Network (MaineHAN). There are two

distinct and separate processes that occur prior

to disseminating the message. The first step in the
process is to develop the message by a Maine CDC
Subject Matter Expert. The Subject Matter Expert
chosen to develop the message is dependent on the
type of event or emergency that is occurring. For
example, an Infectious Disease Epidemiologist may
develop a message regarding an outbreak while our
State Toxicologist may develop a message regarding
arsenic in public or private water systems.

Average Delivery Time for HAN in Hours, From Time
Authorized to Send to Time Sent, Maine 2010

Time in Hours
- N
}
w
> -
N

2009 2010 2011 2020 Target

Data source: HAN system, Correspondence
with HAN coordinator

The second step in the process is the actual
dissemination of the message using the MaineHAN
operating system by Maine CDC Public Health
Emergency Preparedness Staff (PHEP). This data
table focuses on the second step in the process,
which is the time it takes PHEP staff to format and
send the message using the MaineHAN system
once final approval is obtained by the Maine CDC
Director or his or her designee.

Reducing the time to disseminate messages is
important. T hese messages are either a call to
action for public health and healthcare emergency
response professionals, or they provide critical
information such as new clinical guidelines to
physicians, medication recalls, laboratory testing,
where to get help, and appropriate public health
officials to contact. Providing timely and accurate
information to the public allows for quicker
mobilization, more efficient and effective responses
and less misinformation.
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Data is not consistently available for the time of
initial recognition of the need for a HAN message,
and therefore that measure is not included in

this objective. The Healthy Maine 2020 goal is to
reduce the number of hours needed to issue a HAN
message to 1.2 hours.

2. Increase the frequency and number of
outreach activities to the community through
training and education about public health
emergency preparedness

Engaging local officials in emergency preparedness

planning activities helps communities prepare,

respond, and recover from a public health
emergency in a more efficient and effective manner.

Communities with an All-Hazard Emergency

Operation Plan will be far less likely to require state

or federal assistance during a crisis.

There were nine outreach activities in 2009 and
28 in 2010. The Healthy Maine goal is to increase
outreach activities to 32 events by 2020.

Number of Presentations, Lectures, Public Forums, and
Other Qutreach Activites That Engage the Public in PHEP
Planning, Maine, 2009-2010

50%

28 32
: . .
o +— . .

2009 2010

2020 Target

Data source: RRC Reports

3. Increase the number of trained public health
and healthcare emergency responders
Having a properly trained emergency preparedness
workforce ensures that healthcare personnel are
familiar with their hospital’s incident command
system and can adequately implement their
Emergency Operations Plan. Healthcare personnel

HEALTHY MAINE 2020

receive initial and annual refresher trainings

in many facets of emergency preparedness and
response including: use of personal protective
equipment; use of equipment to detect chemical,
biological, or radiological agents; patient
decontamination and evacuation; and deploying
medical countermeasures quickly and efficiently.

A trained and competent healthcare workforce is
just one facet of the overall response efforts. It is
also important that non-healthcare personnel such
as municipal leaders, local and county emergency
management officials, school administrators

and private citizens also receive emergency
preparedness training. These trainings provide a
response framework by which federal, state, and
local organizations can work together under one
unified system.

The data show an increase in the number of
trainings for healthcare personnel from 500 in
2009 to 1,558 in 2010. The Healthy Maine goal

is 1,636 by 2020. There was a decrease in non-
healthcare personnel trainings from 1,500 in 2009
to 1,320 in 2010. The Healthy Maine goal is 1,452
trainings by 2020.

The Number of Trained Public Health and Healthcare Emergency
Responders, by Personnel and Training Type, Maine, 2009-2010

W 2009 2010 M 2020 Target
2,000 -

1,500 -

500
1320
1,000 -
500
- _____IIIIII
0 = T

Healthcare personnel
receiving refresher training

Non-healthcare personnel
receiving MEMA training

Data source: RRC course rosters/ EOY Maine CDC ASPR report



4. (Developmental) Reduce the unnecessary
surge in hospital emergency departments
during an event with public health
significance.

During a public health emergency, the number of

people seeking medical care in hospital emergency

departments may overwhelm the capacity of
emergency departments (EDs). Public messaging
and the activation of hospital-based alternate

care sites may help reduce surge during a public

health emergency by diverting patients with non-

life threatening conditions to these sites so those
with true health emergencies are able to access

the care they need. Measuring the surge in ED

demand during events may provide insight into the

contributions of the “worried well” on ED resources
and contribute to the management of flow within

Maine’s EDs during emergencies.

Unfortunately, measuring surge is a complicated
process. There is, as yet, no state of national
standardized measure and individual hospitals
may use different algorithms for this measurement.
Non-emergency department fluctuations in ED
use, geographical differences in access to EDs and
other health care, variation in the demand for ED
in different types of public health emergencies,
geographical variation in the effects of a public
health emergency and other factors also confound
potential measures. During the next 12 months,
research and discussion with stakeholders will
continue in order to define this measure, identify
baseline data and set a 2020 target.

PUBLIC HEALTH EMERGENCY PREPAREDNESS
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Methodology notes

1. Reduce the time to necessary to activate
designated personnel in response to a public
health emergency via the Health Alert
Network

Measure: The length of time between authorization
of a Health Alert network (HAN) message and
dissemination of the HAN message.

Numerator: Total elapsed time (number of hours
between final notification to Maine CDC Public
Health Emergency Preparedness staff that a HAN is
ready to be sent to the time of delivery of HAN) for
all health alerts or advisories issued.

Denominator: Number of health alerts or advisories
issued.

Target setting method: 10% reduction.

Other notes: The low number of health alerts issued
in some years makes this measure less stable.
Missing data in 2009 for some health advisories
makes this data less reliable.

2. Increase the frequency and number of
outreach activities to the community through
training and education about public health
emergency preparedness

Measure: Number of presentations, lectures,
public forums, and other outreach activities that
engage the public in Public Health Emergency
Preparedness planning.

Numerator: Total number of outreach activities in a
calendar year. (There is no denominator.)

Target setting method: 15% increase.

Other notes: Activities supported by Maine

CDC Public Health Emergency Preparedness

are reported to Maine CDC Public Health
Emergency Preparedness and compiled in Hospital
Preparedness Planning and CDC quarterly reports,
and also Maine Emergency Management Agency
reports.

HEALTHY MAINE 2020

3. Increase the number of trained public health
and healthcare emergency responders

SUB-OBJECTIVES

3a. Increase the number of healthcare personnel
trained to respond to public health
emergencies.

Measure: Number of existing healthcare and public
health staff who receive annual refresher training
per National Incidence Management System
(NIMS) requirements.

Numerator: Number of existing healthcare and
public health staff who receive annual refresher
training per NIMS requirements.

Target setting method: 5% increase in the number
of trained healthcare responders. Since it is
anticipated that the number of healthcare staff that
requires training will increase only slightly, this
target is lower than others.

3b. Increase the number of non-healthcare
personnel trained to respond to public health
emergencies.

Measure: Number of non-healthcare personnel who
attend NIMS Incident Commend System (ICS)
refresher training courses in a calendar year. (There
is no denominator.)

Numerator: Number of non-healthcare personnel
who attend Maine Emergency Management
Agency training courses in the year. (There is no
denominator.)

Target setting method: 10% increase in the number
of non-healthcare staff will be trained. Since more
staff attrition occurs in the non-healthcare fields,
it is anticipated that the number of those requiring
training to increase over time.

Other notes: Does not include on-line training,
unless this is reported to Maine CDC Public Health
Emergency Preparedness.



4. (Developmental) Reduce the unnecessary surge
in hospital emergency departments during an
event with public health significance

Measure: As yet, not determined. Research
regarding a possible state-wide measure for this
objective is still on-going.

Other notes: This is not a Healthy People 2020
objective. Most of the Healthy People 2020 Public
Health Emergency Preparedness indicators are
developmental. The Healthy Maine 2020 Public
Health Emergency Preparedness indicators are
aligned with federal emergency preparedness
funding requirements.
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Public Health Infrastructure and
Health Information Technology

Background:

The Healthy People 2020 guidelines list the three
key components of the Public Health Infrastructure
as:!

1. A capable and qualified workforce.
2. Up-to-date data and information systems.

3. Public health agencies capable of assessing and
responding to public health needs.

Health Equity Highlight: Tribal Health and
Health Care

Native Americans experience higher rates of
diabetes and chronic liver disease and higher
death rates due to unintentional injuries than
other populations.?

Both the State of Maine and tribal governments
have specific responsibilities to improve the
health of Native Americans who reside in Maine.
As both governments work together toward
achieving this goal, there is a continued
recognition of the unique government-to-
government relationship that exists between the
Tribes and the State. Our infrastructure
development takes this into account—the Tribes
have their own Tribal Public Health District,
staffed by the Tribes. Maine CDC’s role is to
provide the Tribal District with technical
assistance and coordination, but not oversight.

Items 1 and 3 refer to organizations and people.
Item 2 refers to technological aspects of a public
health system that present unique challenges,
related to equipment and external conditions.
In recognition of this special feature of health
information technology (HIT), Healthy People
2020 also devotes an entire separate section to
this aspect of public health. Our Healthy Maine
2020 document combines the topics of HIT and
Public Health Infrastructure in recognition of
their intertwined nature and their importance to

HEALTHY MAINE 2020

achieving the goal of public health accreditation
for each level of Maine’s emerging public health
system.

Maine is a large rural state, with many small towns
and limited county government. Much of public
health delivery across the state is coordinated
through the state government public health agency,
the Maine CDC. Only two local communities
include full-service traditional health departments,
Bangor and Portland.

Maine recently established nine Local Public
Health Districts to serve the entire state. These
districts coordinate services and supplies to
respond to public health needs in their particular
district.’ Eight of these are based on county
boundaries and coordinate for those geographic
areas, while the ninth district comprises the

tribal health systems. The Maine CDC employs

a District Liaison in each of the eight geographic
public health districts. The Liaisons work

with their District Coordinating Committee
(groups comprised of local public health partner
representatives) to meet the needs of their district.
Two Tribal Health Liaisons currently represent
four tribes in the state: the Passamaquoddy Tribe of
Maine, the Penobscot Tribe of Maine, the Houlton
Band of the Maliseet Indians of Maine, and the
Aroostook Band of Micmac Indians. Tribal Liaisons
work with local public health agencies and public
health partners.?

In addition to Maine CDC staff located in each
district for epidemiology, public health nursing,
health inspection, and drinking water inspection,
many public health services are provided through
contracts with local agencies and organizations.
The Healthy Maine Partnerships, local community
coalitions funded through Maine’s tobacco
settlement funds, deliver chronic disease
prevention programs and administer and distribute
other program funds. Each municipality also has a



local health officer who reports to the Maine CDC
regarding communicable diseases and examines
complaints of public health threats. The major
health care organizations also fulfill some public
health functions, sometimes with state funding,
and other times through federal or local funding.
These local and regional public health entities and
structures continue to evolve to better meet the
public health needs of the state.

Maine faces technological challenges due to
incomplete availability of cell phone and cable
services, especially in very remote areas, including
tribal lands. For example, The ConnectME
Authority has noted that while basic broadband
services generally have good coverage, many

areas do not meet the preferred level of speed

for conducting business, and therefore current
service levels do not allow Mainers to realize the
full advantages of broadband access.* In addition,
an older population profile and the number of
small businesses with fewer than five employees
are both factors that generally decrease the use of
broadband.* Despite this, Maine has been a national
leader in adoption of electronic health records
(EHR) technology and use of health information
exchange. In 2010 a statewide survey showed over
80% of hospitals have EHR systems functioning in
over 90% of areas, and 49% of dental practices and
43% of ambulatory sites have EHRs in operation.

The Public Health Response

The Public Health Accreditation Board’s voluntary
national accreditation process measures the
competencies of agencies and their personnel
across the ten essential public health services,
works to standardize the quality of services
Americans can expect from their state and local
agencies.® Departments that achieve accreditation
certify to the people of their service areas that they
consistently deliver the highest quality services vital
to protecting and sustaining population health.

Health care reform is another one force bringing
changes to public health infrastructure standards
and also brings together health care providers and
public health. The meaningful use of electronic
health data bridges the work of these partners. The
American Recovery and Reinvestment Act of 2009
specifies three main components of Meaningful
Use:’

* The use of a certified EHR in a meaningful
manner, such as e-prescribing.

* The use of certified EHR technology for electronic
exchange of health information to improve quality
of health care.

* The use of certified EHR technology to submit
clinical quality and other measures.

When providers engage in “meaningful use,” they
are using certified EHR technology to perform
functions that are recognized as appropriate and
doing so in a manner consistent with the intentions
of their design. The meaningful use of EHR
facilitates optimal planning and response to public
health needs because it provides timely information
about actions taken (e.g. drugs prescribed,
immunizations given), which can then be measured
against quality expectations and used to determine
supplies needed for future responses. The U.S.
Centers for Disease Control and Prevention
endorses this approach to measuring the soundness
of health information technology as used for public
health purposes.8

HM2020 Ohjectives

1. Increase the proportion of Tribal, State,
and local public health agencies that are
accredited
Public health accreditation serves to document
whether an agency is adequately providing the ten
essential public health services to the population
under its jurisdiction, and is a measure of the quality
of services provided.

PUBLIC HEALTH INFRASTRUCTURE AND HEALTH INFORMATION TECHNOLOGY
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100%

The Proportion of Tribal, State, and Local Public Health
Agencies That are Accredited,Maine, 2010
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Data source: Public Health Accreditation Board

Public health accreditation started in 2011. No
public health agencies were accredited at the
beginning of this decade. Reaching the goal of
100% accreditation will be dependent on the state
and local resources available to develop full public
health services in each jurisdiction.

2. Increase the proportion of Tribal, State,
and local public health agencies that have
implemented a health improvement plan
and increase the proportion of local health
jurisdictions that have implemented a
health improvement plan linked with their
State plan

A health improvement plan is a data-driven,

long-term, systematic, collaborative and inclusive

plan that sets the direction for both the public
health agencies and their partners. An effective
plan ensures that needs are clearly identified and
resources are used well.

Although there is currently no Tribal public health
agency, the Tribal public health district will be

Percentage of Public Health Agencies and Districts
With Health Improvement Plans, Maine, 2010
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W Implemented a
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Data source: Maine Accreditation Documentation
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fulfilling these functions. While the other Public
Health Districts may not fill all functions of a local
public health agency, they have been charged

with developing and implementing district public
health improvement plans. Currently all district
public health improvement plans are in place,

and one local public health agency has a health
improvement plan. The Healthy Maine 2020 goal is
for 100% of public health districts and local public
agencies to have health improvement plans.

Linkages between the health improvement plans

at the local, tribal and district levels and the State
Health Improvement Plan (SHIP) demonstrate that
that the state plan is responsive to local needs and
that the local plans have considered state priorities
and information. Since there is no SHIP at this time,
there are also no linkages. However, this graph does
not currently reflect the coordination that does
occur.

3. Increase the proportion of Tribal, State, and
local public health agencies that incorporate
Core Competencies for Public Health
Professionals into job descriptions and
performance evaluations

Using nationally established Core Competencies in

job descriptions is one way to ensure a competent

and qualified workforce and to design training and
professional development that appropriately targets
gaps. In the past, this practice was not widely used
by the Maine CDC or other public health agencies,
however the value of core competencies has been
increasingly recognized and discussed among
public health leaders and partners.

In 2010 no Maine CDC employees had job
descriptions and/or performance evaluations that
incorporated Core Competencies for Public Health
Professionals. The Healthy Maine 2020 goal is
50%. Similarly, in that same year no Tribal, state,
or local public health agencies incorporated Core
Competencies for Public Health Professionals, and
the Healthy Maine 2020 goal is 100%.



Percentage of Maine CDC Employees and Public Health

Agencies Using Core Competencies, Maine, 2010
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Data source: ME CDC job descriptions & performance evaluations,

tribal and local public health agency reports

4. Increase the proportion of Tribal, State,
and local public health agencies that have
implemented an agency-wide quality
improvement process

Quality improvement is a critical part of effective

performance management and an agency-wide

QI process is a requirement for public health

accreditation.

Before the focus on public health accreditation and
HM2020, QI in public health at an agency level
had not been a focus of measurement, therefore
trend data is not available. In 2010 25% of public
health agencies had implemented agency-wide QI
processes; the Healthy Maine 2020 goal is 100%.

5. Increase the proportion of qualified providers
that use certified health information
technology (HIT) to achieve meaningful use

The meaningful use of electronic medical records

can improve quality of care and coordination of

care. CMS criteria includes several measures that
make a connection between health care and public
health data, which encourages health care providers
to participate in public health systems and registries
that help determine public health needs. These
include:

W The proportion of Maine CDC employees that have
job descriptions and/or performance evaluations
that incorporate Core Competencies for Public
Health Professionals

W The proportion of Tribal, State, and local public
health agencies that incorporate Core Competencies
for Public Health Professionals into at least half of
employee job descriptions and performance
evaluations

Performed at least one test of certified EHR
technology’s capacity to submit electronic

data to immunization registries and follow up
submission if the test is successful (unless none
of the immunization registries to which the
eligible provider or eligible hospital submits
such information have the capacity to receive
the information electronically).

Performed at least one test of certified EHR
technology’s capacity to submit electronic
data on reportable lab results to public health
agencies and follow-up submission if the test
is successful (unless none of the public health
agencies to which an eligible hospital submits
such information have the capacity to receive
the information electronically).

Performed at least one test of certified EHR
technology’s capacity to submit electronic
syndromic surveillance data to public health
agencies and follow-up submission if the
test is successful (unless none of the public
health agencies to which an eligible provider
or eligible hospital submits such information
have the capacity to receive the information
electronically).
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In addition to these specific public health oriented
measures, the meaningful use of EHR can improve
patient care and coordination with public health
approaches to better health.

Meaningful use data will begin to be collected in
2011, and thus no data is available for this measure
at this time.
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Methodology notes

1. Increase the proportion of Tribal, State,
and local public health agencies that are
accredited

Measure: The proportion of Tribal, State, and local
public health agencies that are accredited.

Numerator: Number of public health agencies who
are accredited by PHAB.

Denominator: All eligible public health agencies
in Maine, including local public health agencies
recognized by the state (currently 2), the Tribal
Public Health District and Maine CDC.

Target setting method: complete achievement
by 2020.

Other notes: This is a Healthy People 2020
objective, and is currently developmental. The
Public Health Accreditation Board (PHAB) will
be tracking accreditation, and this data will be
accessed either from the public health agencies in
the state or via PHAB.

2. Increase the proportion of Tribal, State,
and local public health agencies that have
implemented a health improvement plan
and increase the proportion of local health
jurisdictions that have implemented a
health improvement plan linked with their
State plan

SUB-OBJECTIVES

2a. Increase the proportion of Tribal, State,
and local public health agencies that have
implemented a health improvement plan.

Measure: Proportion of state and local public health
agencies and public health districts (including the
Tribal PH District) that have implemented a health
improvement plan.

Numerator: Number of current health improvement
plans completed in the last 2 years.

Denominator: Number of public health districts plus
the number of state-recognized local public health
agencies plus Maine CDC.

Data source: Accreditation documentation for local
and state health agencies, as well as district health
improvement plans.

2b. Increase the proportion of Tribal and local
public health agencies that have implemented a
health improvement plan linked with their State
plan.

Measure: Proportion of PH District and local health
agency health improvement plans that are linked
with the state health improvement plan.

Numerator: Number of PH District and local health
agency health improvement plans that are linked
with the state health improvement plan.

Denominators: Number of public health districts
+number of state-recognized local public health
agencies. (Maine CDC is not included, since the
others will link to Maine CDC, but Maine CDC will
have a role in documenting this linkage.)

Data source: Linkages will be measured via
reviewing both the SHIP and the district and local
health improvement plans.

Target setting method: complete achievement
by 2020.

Other notes: This is a Healthy People 2020 objective,
and is currently developmental. Therefore, the
HM2020 data source may differ.

3. Increase the proportion of Tribal, State, and
local public health agencies that incorporate
Core Competencies for Public Health
Professionals into job descriptions and
performance evaluations
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SUB-OBJECTIVES

3a. Increase the proportion Maine CDC
employees who have job descriptions or
performance evaluations that incorporate Core
Competencies for Public Health Professionals.

Measure: The proportion of Maine CDC employees
that have job descriptions and/or performance
evaluations that incorporate Core Competencies for
Public Health Professionals.

Numerator: The number of Maine CDC job
descriptions and/or performance evaluations that
incorporate Core Competencies for Public Health
Professionals.

Denominator: Total number of Maine CDC staff.

Target Setting method: complete achievement by
2020.

Other notes: HP2020 is developmental at the state
level and has identified ASTHO as a potential data
source. They are likely to collect this via a survey
is a summary fashion, and Maine CDC will need to
collect the data to answer the ASTHO survey. Data
collection methodology is yet to be determined.
Options include extracting information from
performance evaluations or via job descriptions
may be used instead.

3b. Increase the proportion of Tribal, State, and
local public health agencies that incorporate
Core Competencies for Public Health
Professionals into job descriptions and
performance evaluations.

Measures: The proportion of Tribal, State, and
local public health agencies that incorporate Core
Competencies for Public Health Professionals
into at least half of employee job descriptions and
performance evaluations.

Numerator: The number of Tribal, State, and local
public health agencies that incorporate Core
Competencies for Public Health Professionals
into at least half of employee job descriptions and
performance evaluations.

HEALTHY MAINE 2020

Denominator: Local public health agencies
recognized by the state, the Tribal Public Health
District and Maine CDC.

Target setting method: complete achievement
by 2020.

Other notes: Since District public health staff

are state employees, the public health districts
(other than the Tribal District) are part of MCDC.
However, tribal liaisons are tribal employees and
thus counted separately. HP2020 has sub-objectives
for tribal (developmental) and local (NACCHO),
using different data sources. Data will be gathered
from the identified agencies.

4. Increase the proportion of Tribal, State,
and local public health agencies that have
implemented an agency-wide quality
improvement process

Measure: The proportion of Tribal, State, and local
public health agencies that have implemented an
agency-wide quality improvement process.

Numerator: Number of public health agencies that
have an agency-wide quality improvement plan.

Denominator: Local public health agencies
recognized by the state, the Tribal Public Health
District and Maine CDC.

Target setting method: complete achievement by
2020.

Other notes: Data sources may differ by agency
since HP2020 has sub-objectives and for state and
tribal public health agencies, these measures are
developmental for HP2020 and data collection
for Maine has yet to be determined. Baseline data
was collected via interview with key staff in each
agency.

5. Increase the proportion of qualified providers
that use certified health information
technology (HIT) to achieve meaningful use



SUB-OBJECTIVES

5a. Increase the proportion of hospitals that meet
meaningful use criteria (stage 1) for use of
certified technology established by CMS.

Measure: The proportion of hospitals that meet
meaningful use criteria (stage 1) for use of certified
technology established by CMS.

Numerator: Number of hospitals that receive
“meaningful use”(stage 1) incentive payments for
use of certified technology.

Denominators: Number of non-state hospitals in
Maine.

Data Source: CMS (numerator), count of non-state
hospitals (denominator).

5b. Increase the proportion of eligible providers
that meet meaningful use criteria established by
CMS.

Measure: The proportion of eligible providers who
meet meaningful use criteria (stage 1) for use of
certified technology established by CMS.

Numerators: Number of providers that receive
“meaningful use” (stage 1) for use of certified
technology incentives.

Denominators: Licensed qualified providers residing
in Maine eligible for CMS incentive payments from
boards of licensing.

Data Source: CMS (numerator), Office of the State
Coordinator for HIT (denominator).

Target Setting method: none yet.

Other notes: This is a developmental Healthy People
2020 objective. Meaningful use data will begin to
be collected in 2011, and thus no data is available
for this measure at this time, and targets have not
been set. Maine is defining the denominator based
on data available in Maine, allowing us to calculate
a proportion. As it is expected that the criteria to
meet meaningful use definitions may change after

2015, this measure may need to be re-visited at
that time. Some providers may not be eligible for
meaningful use incentives based on the number of
Maine Care clients they have.
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Reproductive Health

Background

Infant survival, as well as normal growth and
development, depend on positive birth conditions
and healthy families. In turn, infant and child well-
being influence the health of the next generation
and can help predict future public health challenges
for families, communities and the health care
system.! The promotion of safe and healthy
childbirth and infancy can produce enormous
benefits for infants, children, mothers, and society.

Reproductive health is a key measure of the
ability to access effective healthcare systems and
social capacity for poverty reduction.? For women
of childbearing age worldwide, a third of their
total disease burden is attributable to disability
and death resulting from reproductive health
problems.? Pregnancies sustained by adequate
prenatal care and proper nutrition result in lower
rates of preterm births, higher rates of normal
birth-weight infants, and increased likelihood of
normal brain development and capacity to engage
in social relationships.* Low birth weights are
associated with increased risk of chronic diseases
(such as asthma and cardiovascular disease) and
developmental delays later in life.* Very low birth
weight, can lead to costly hospital admissions and
stays in neonatal intensive care units. Nationally,
one quarter of pediatric costs are associated with
premature births.

The Public Health Response

In the past decade, Maine has benefited from
increased collaboration between programs that
support aspects of reproductive health. Educational
efforts have impacted teen pregnancy and the use
of alcohol and tobacco in young people, social
service programs such as home visiting better
prepare new families, and collaboration between
public safety agencies, social services, women’s
advocacy organizations have addressed violence
against women.

HEALTHY MAINE 2020

Health Equity Highlight: Racial and
Ethnic Minorities

Disparities in reproductive health based on the
race and/or ethnicity of the mother are well
documented in the United States. Nationally,
non-Hispanic blacks and Native Americans have
an infant mortality rates.?* times and 1.6 times
higher than non-Hispanic whites, respectively.?
The overall infant mortality rates for Maine

are low enough that reliable Maine specific
data on racial and ethnic disparities in infant
mortality are not available. However, there are
documented disparities in some of the factors
known to contribute to infant mortality and other
poor birth outcomes:

In Maine, Black, American Indian, and Asian
women are less likely to receive prenatal care in
the first trimester compared to White women.
Based on data from 2005-2009, 88% of White
women received prenatal care in the first
trimester compared to 77.3% of Black women
and 81.3% of American Indian women. During
this same time period, Hispanic women were
also less likely than non-Hispanic women to
receive prenatal care in the first trimester (81.9
vs. 87.8 respectively).’

Teen births rates in Maine are almost two times
higher among American Indian and Black
females compared to Whites. Between 2005 and
2009, the birth rates among American Indian
and Black females aged 15-19 years were 48.7
and 41.2 per 1,000 (respectively) compared to
25.1 per 1,000 among White females. During
this same time period, Asian adolescent females
had a significantly lower birth rate (20.3 per
1,000) and there was no statistically significant
difference between the adolescent birth rates

of Hispanic and non-Hispanic females (28.7 vs
25.0 per 1,000, respectively).’



One area of reproductive health with potential

for significant public health impact if adequately
addressed is unintended pregnancy. Efforts that
promote intentional pregnancies may increase the
number of healthy births, due in part to increased
prenatal care, and healthier behaviors during
pregnancy. Strategies to improve unintended
pregnancies include comprehensive sexuality
education, increased access to contraception,
preconception healthcare, and reduced violence in
women’s lives.

Regardless of the mother’s initial intentions,
promotion of and access to prenatal care, healthy
choices during pregnancy, such as such as smoking
cessation, caffeine and alcohol restriction, taking

a folic acid supplement prior to conception which
decreases the risk of neural tube defects, and
breastfeeding can improve birth outcomes.

Healthy Maine 2020 Objectives

1. Reduce preterm births

Preterm birth (less 37 weeks gestation) is associated
with infant illness, disability and death.® It is the
leading cause of deaths not associated with birth
defects in the first four weeks of life.! While great
advances have been made in the treatment of
babies born prematurely, the causes of prematurity
still are not fully known. Nationally up to 40% of

preterm births have no known cause. Women at
greatest risk of preterm birth include a) women
with a previous preterm birth, b) multiple gestation
pregnancies, and ¢) women with uterine or cervical
abnormalities. Nationally more than 70 percent

of preterm births occur between 34 and 36 weeks
gestation.

The percentage of Maine infants born preterm
increased significantly between 2000 and 2005, but
then decreased significantly (back to 2000 levels)
from 2006 to 2010. In 2010, 8.2% of births were
preterm; the Healthy Maine 2020 goal is 7.4%.

2. Increase the proportion of live births that are
the result of an intended pregnancy
The consequences of unintended pregnancy
(pregnancy that is either mistimed or unwanted at
the time of conception) include increased risk of
inadequate prenatal care, increased risk of smoking
and alcohol and drug use during pregnancy, poor
birth outcomes, postpartum depression, and
child maltreatment.” Children born of intended
pregnancies are less likely to suffer poor physical
and mental health later in life. The relationship
between mother and child is more likely to be
supportive and nurturing when a pregnancy is
intended. Unintended pregnancies generate many
costs, both social and monetary.

Percent of Preterm Live Births (Gestational Age <37 Weeks), Maine 2000-2010
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Proportion of Live Births in Which Pregnancy Was Intended, Maine 2000-2010

100% -
80% - 65.1 63.3 66.7 66.5 64.4 629 615 63.1 63.5 61.0 67.1
oo | A—A— A —A—A &, & A&, A
40% -

20% -

0% T T T T T T T T T T T |

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2020
Target

Data source: Maine Pregnancy Risk Assessment Monitoring System

There was no consistent trend between 2000 4,
and 2010 in the percentage of live births in which

Increase the proportion of pregnant women
who receive early and adequate prenatal care
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the pregnancy was intended. In 2010, 61% of
births were intended; the Healthy Maine 2020
goal is 67.1%.

3. Reduce the rate of infant death

Infant mortality is a crucial indicator of a
population’s health. It reflects Maine’s overall
maternal health as well as the accessibility and
quality of its primary health care resources
available to pregnant women and babies.! The
infant mortality rate in Maine has not changed
significantly in the past 10 years. It was 5.5% in
2009; the Healthy Maine 2020 goal is 4.6%.

Prenatal care can help reduce perinatal illness,
disability, and death. Prenatal care should start
early and continue on the recommended schedule
throughout pregnancy.! The American Congress

of Obstetricians and Gynecologists recommends
prenatal care begin in the first month of pregnancy,
with one visit per month through 28 weeks, one
visit every 2 weeks through 36 weeks, and one visit
per week thereafter."

The proportion of pregnant women who receive
early and adequate prenatal care increased
significantly between 2000 and 2005, but then

Infant Mortality Rate per 1,000 Live Births, Maine 1999-2009
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Proportion of Pregnant Females Aged 15-44 Years Receiving Early & Adequate Prenatal Care, Maine 2000-2010
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declined significantly between 2005 and 2010.
Approximately 85% of pregnant females received
early and adequate care in 2010; the Healthy Maine
2020 goal is 90%.

5. Increase abstinence from alcohol, cigarettes,

and illicit drugs among pregnant women
Alcohol use during pregnancy can cause
miscarriage, still birth, or fetal alcohol spectrum
disorders (a range of lifelong disorders that can
include behaviors or characteristics such as
abnormal facial features, learning disabilities, poor
judgment and reasoning skills, and heart, kidney
or bone problems). There is no known safe amount
of alcohol or safe time to drink alcohol during

pregnancy.'?

Smoking during pregnancy is associated with health
problems for both babies and mothers, including
pregnancy complications, still birth, low birth
weight, premature birth, and sudden infant death
syndrome.®

The percentage of women who abstained from
alcohol use or cigarette smoking during the last 3
months of pregnancy did not change significantly
between 2000 and 2010. In 2010 approximately 94%
of women abstained from alcohol during the last
three months of pregnancy, and 82% abstained from
smoking; the Healthy Maine 2020 goals are 99% and
90%, respectively.

Proportion of Pregnant Women Who Abstain From Drinking and Smoking in the Last Three Months of Pregnancy,

Maine 2000-2010

100% - *
]
go% | H—R—&F—@— 5 ——m— & 5 5 o =
60% -
40% -
20%
0%
2000 2001 2002 2003 2004 | 2005 2006 2007 2008 2009 2010 2020
Target
No alcohol 94.9 93.7 95.1 93.4 92.8 93.6 91.0 93.3 93.4 91.6 93.8 98.5
——  No smoking 82.5 82.7 84.1 83.8 80.0 82.5 829 829 80.5 78.8 81.8 90.0

Data source: Maine Pregnancy Risk Assessment Monitoring System

REPRODUCTIVE HEALTH

103



104

Methodology notes
1. Reduce preterm births

Measure: Percent of resident live births for which
clinical estimate of gestational age is less than 37
weeks.

Numerator: Number of resident live births for
which clinical estimate of gestational age is 37
weeks.

Denominator: Number of resident live births.
Target-setting method: 10 percent improvement.

Other notes: This data include only Maine residents.
The target is the same as HP2020.

2. Increase the proportion of live births that are
the result of an intended pregnancy

Measure: Percent of live births for which the
pregnancy was intended

Numerator: Number of respondents who answer

“I wanted to be pregnant sooner” or “I wanted to be
pregnant then” to “Thinking back to just before you
got pregnant with your new baby, how did you feel
about becoming pregnant?

Denominator: Number of respondents who answer
“I wanted to be pregnant sooner, “ “I wanted to be

pregnant then,” “I wanted to be pregnant later,” or

“I didn’t want to be pregnant then or at any time in
the future” to this question.

Target-setting method: The target was set as a
10 percent improvement.

Other notes: Data are weighted, so numerator and
denominator are not shown. The Healthy Maine
2020 objective differs from the Healthy People
2020 objective, which is to “Increase the proportion
of pregnancies that are intended”. State-level data
are not available from the Healthy People 2020 data
source. Maine data are from PRAMS, a survey of
mothers who have had a recent live birth.

HEALTHY MAINE 2020

3. Reduce the rate of infant death
Measure: Infant mortality rate per 1,000 live births.

Numerator: Number of deaths of Maine residents
for which age at death is <1 year, per 1,000 live
births.

Denominator: Number of resident live births.

Target-setting method: Retained Healthy Maine
2010 target.

Other notes: Data are for Maine only residents
only rate.

4. Increase the proportion of pregnant women
who receive early and adequate prenatal care

Measure: Proportion of pregnant females aged 15-44
receiving adequate prenatal care by the Adequacy of
Prenatal Care Utilization Index (APNCU).

Numerator: Number of resident live births for
which mother started prenatal care during 1st
trimester and meet the definition of adequate
prenatal as defined by the APNCU.

Denominator: Number of resident live births.

Target-setting method: This objective is the same as
a Healthy People 2020 objective, and the Healthy
Maine 2020 target is the same as the HP2020
target.

Other notes: Adequate prenatal care is defined by
the Adequacy of Prenatal Care Utilization as the
Observed to Expected Prenatal Visits Greater
Than or Equal to 80 Percent of the Kotelchuck
Index. Data are for Maine residents only, women
aged 15-44.



5. Increase abstinence from alcohol and
cigarettes among pregnant women

SUB-OBJECTIVES

5a. Increase abstinence from alcohol among
pregnant women

Measure: Percent of pregnant women who do
not drink any alcohol during the last 3 months of

pregnancy

Numerator: Number of respondents who answer “I
didn’t drink then” to “In the last 3 months of your
pregnancy, how many alcoholic drinks did you have
in an average week?”

Denominator: Number of respondents who answer
“I didn’t drink then” or <1-14+ to “In the last 3
months of your pregnancy, how many alcoholic
drinks did you have in an average week?”

Target-setting method: 5% improvement.

Other notes: This objective is measured differently
in Healthy Maine 2020 than in Healthy People 2020
due to the use of different data sources. State-level
data are not available from the Healthy People
2020 data source, so Maine data are taken instead
from the Pregnancy Risk Assessment Monitoring
System (PRAMS). As such, the Healthy Maine
2020 measure is defined as abstaining from alcohol
during the last 3 months of pregnancy and does not
have an age restriction, while the corresponding
Healthy People 2020 measure is defined as
abstaining from alcohol use during the past month
among 15-44 year old pregnant women.

5b. Increase abstinence from cigarette smoking
among pregnant women

Measure: Percent of pregnant women who do not
smoke any cigarettes during the last 3 months of

pregnancy
Numerator: Number of respondents who answer

no to “Have you smoked any cigarettes in the past
2 years?” plus # of respondents who answer yes

to “Have you smoked any cigarettes in the past 2
years?” and answer “I didn’t smoke then” to “In
the last 3 months of your pregnancy, how many
cigarettes did you smoke on an average day?”

Denominator: Number of respondents who answer
no to the last 2 years question plus # of respondents
who answer yes to the last 2 years question and
answer “I didn’t smoke then” or <1-14+ to the last 3
months of pregnancy question

Target-setting method: 10 percent improvement

Other notes: The 2000-2003 question is slightly
different from question in 2004 and after. 2000-
2003 :”In the last 3 months of your pregnancy, how
many cigarettes or packs of cigarettes did you smoke
on an average day?”; 2004 and after: “ In the last

3 months of your pregnancy how many cigarettes
did you smoke on an average day?” This objective is
measured differently in Healthy Maine 2020 than in
Healthy People 2020 due to the use of different data
sources. Healthy People 2020 uses birth certificates
in the National Vital Statistics System and measures
abstinence from cigarette smoking throughout
pregnancy. Maine data are taken instead from the
Pregnancy Risk Assessment Monitoring System,
which measures abstinence from cigarette smoking
during the last 3 months of pregnancy. Healthy
Maine 2020 uses PRAMS data for this objective
both because of concerns about the validity of
cigarette smoking data on birth certificates and

the benefits of using a consistent data source for

the abstinence from alcohol and cigarette smoking
during pregnancy objectives.
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Substance Abuse

Background

The deliberate use and overuse of harmful
substances has a serious impact on the quality of
life of Maine people. As a result of substance abuse,
the lives of Maine residents have been shorter and
less safe. Substance abuse and dependence are
preventable health risks.

Substance abuse leads to greater medical costs
through an increase in related diseases and also
adversely impacts productivity and increases
rates of crime and violence.! In the case of tobacco
use, the U.S. Surgeon General has concluded

that smoking is the greatest cause of preventable
premature deaths in the U.S.2

Maine has made progress in reducing substance abuse
but continues to struggle with this important issue.

Health Equity Highlight: Adolescents

The use of tobacco, alcohol and other drugs by
adolescents is associated with low school
achievement, motor vehicle crashes and other
adverse health effects, including long-term
consequences related to chronic diseases, and
long-term addiction.

* The proportion of youth beginning to drink
alcohol before age 13 was 15% in 2007 but
increased to 20% in 2009.2

* 12% of high school students reported in 2001
that they had used marijuana before age 13.
In 2003 it decreased to below 10% and has
remained below 10% through 2009.°

* The Healthy Maine 2010 target of 15%
tobacco use among youth was met in the
last decade but has shown signs of increasing
again.*

* Tobacco companies have introduced new
alternatives to cigarettes to appeal to younger
users.>

* Approximately 80% of smokers start before
the age of 18, making early prevention critical.®

HEALTHY MAINE 2020

The Public Health Response

The most effective, evidence-based approach to
prevention of substance abuse is to use multiple
strategies at multiple levels and start intervening
with youth, who are more likely to become
addicted.”® For those who need treatment, it is
necessary that they recognize their need and are
able to access adequate evidence-based treatment
services.” For substance abuse in general, these
approaches are coordinated and funded through
the Office of Substance Abuse.!’ For tobacco use
control, information on prevention strategies and
programs is available through the Partnership for
a Tobacco-Free Maine."

HM2020 Objectives

1. Reduce the past-year non-medical use of
prescription drugs

There has been an increase in the misuse of
prescription drugs, including stimulants and opiates
over the past decade. Abuse of prescription drugs
may lead to unintentional poisoning, overdose,
addiction, automobile crashes, increased crime and
other health issues.'?

la. Reduce the percentage of middle school
students who report using prescription drugs
without a doctor’s prescription in the last 30
days.

Young people (middle and high school aged)

are increasingly misusing available prescription

drugs, including stimulants and opiates.'> In 2011,

approximately 3.2% of Maine middle school

students said they had used prescription drugs not

prescribed to them in the last 30 days; the Healthy

Maine 2020 goal is 3%.

1b. Reduce the percentage of high school
students who report using Rx drugs without a
doctor’s prescription in the last 30 days.

In 2011, approximately 7.1% of high school

student said they had used prescription drugs not

prescribed to them in the last 30 days; the Healthy

Maine 2020 goal is 6%.



Proportion of Adolescents and Adults Who Reported Nonmedical Use of Prescription Drugs
Within the Past 30 days, by Age, Maine, 2007-2011
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lc. Reduce the percentage of adults, 18 and over,
who report using Rx drugs without a doctor’s
prescription in the last 30 days.
In 2009, approximately 2.7%, and in 2010
approximately 1.2% of adults said they had used
prescription drugs not prescribed to them in the
last 30 days; the Healthy Maine 2020 goal is 1%.
Within this group, adults 18-24 have the highest rate
of use. In the 2009 BRFSS, 13.6% reported using
prescription drugs without a doctor’s prescription
to get high in the last 30 days.

2. Increase the proportion of adolescents never
using substances

2a. Increase the percentage of youth who
reported never having an alcoholic drink in
their life.

Youth who consume alcohol are more likely than

adults to binge drink? and are more likely to develop

alcohol dependence.

2b. Increase the percentage of youth who
reported never using marijuana in their life.

Marijuana can be addictive and is associated

with increased risk for respiratory illnesses and

memory impairment. Even occasional use can have

consequences on learning and memory, muscle
coordination, and mental health symptoms. Using
marijuana earlier in life has been found to increase
earlier use of other illicit drugs.'?

2c. Increase the percentage of youth who
reported never taking a prescription not
prescribed to them in their life.

The misuse of prescription drugs is leading to

increases in addiction to prescription drugs and

other consequences including overdose and

unintentional poisonings.'?

2d. Increase the percentage of youth who
reported never inhaling to get high in
their life.

Long-term consequences of chronic inhalant use

has been associated with brain and other organ

damage, impairment, and compromised immune

system function. In some even a single use

of inhaling to get high has resulted in death or

brain damage.
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Percent of Adolescents Never Using Substances, by Substance, Maine, 2009, 2011

100% -

80% — 1 ’
60% - *— —* *
40% N
20% -
0%

2009 2011 2020 Target

Never had alcohol 359%

40.6% 44.5%

Never used marijuana 61.8%

63.6% 65.0%

Never taken a prescription
drug not prescribed

82.3%

85.4% 89.0%

RIL
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Never smoked cigarettes 70.6%
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2e. Increase the percentage of youth who

reported never having smoked in their life.
Research shows that youth who begin smoking
become addicted quicker than adults and are more
likely to become chronic smokers.

3. Increase the proportion of persons who need
alcohol and/or illicit drug treatment and
received specialty treatment for abuse or
dependence in the past year

Treatment for substance abuse is effective in

preventing further abuse and the many

consequences of substance abuse. This indicator

HEALTHY MAINE 2020

Data source: MIYHS

helps to identify actual needs and the availability

of treatment resources, as well as to raise awareness
of the need for treatment services. The percentage
of persons identified as needing treatment who did
not get treatment for drug or alcohol abuse/
dependence has decreased each year since 2005
(more people identified as needing treatment are
getting treatment).

3a. Decrease the percentage who needed but did
not receive treatment for illicit drug use



The Percentage of People Who Needed Alcohol or Illicit Drug Treatment but Did Not
Receive Specialty Treatment for Abuse or Dependence in the Past Year, by Drug,
Maine, 3-Year Average, 2005-2009
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3b. Decrease the percentage who needed but did
not receive treatment for alcohol use

4. Reduce the proportion of persons engaging in
binge drinking of alcoholic beverages
Binge drinking is considered to be a type of high
risk drinking, since it increases the risk of many
health and social related consequences. It has been
linked to injuries, violence, crime, motor vehicle
crashes, stroke, liver disease, addiction, and some
types of cancer, blood alcohol poisoning, and death.?

4a. Decrease the percentage of high school

adolescents who engage in binge drinking.
Youth are more likely than adults to binge drink
when they consume alcohol.”® High risk alcohol use
contributes to violence and motor vehicle crashes®
and can result in negative health consequences,
including injuries and chronic disease. Youth who
engage in high-risk drinking are also more likely to
use drugs.™*

Data source: NSDUH

Percent of High School Students Who Report Binge
Drinking in Previous 30 Days, Maine, 2009, 2011
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4b. Decrease the percentage of young adults 18-24
who engage in binge drinking

Among adults aged 18-24, the rate of binge drinking

showed a sharp decline from 29% in 2009 to 22% in

2010. However, the rate for young adults aged 21-29

was much higher, at 37% in 2009 while the rate

among adults aged 30 to 34 was 22%.
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4c. Decrease the percentage of all adults who
engage in binge drinking
Among all Maine adults, approximately 14.5%
reported binge drinking in 2010. The age group
with the largest numbers of binge drinkers is 18-34
year olds. While only 3.3% of Maine adults 65 years
and older reported binge drinking,’* those who do
binge drink do so more often (average of 5-6 times
a month).®

Percent of Adults Who Engage in Binge Drinking, By Age, Maine, 2006-2010

50% —
40%
30%
20% *
10% =

5. Reduce adult tobacco use

Tobacco use is the leading cause of preventable
death in Maine. An estimated 2,200 Maine adults
die each year due to their own smoking.”” For every
person who dies from tobacco use, another 20
suffer from tobacco-related illness.!® In 2010, the
smoking rate among Maine adults was 18%, about
the same as the nationwide adult smoking rate. This
measure is a National Healthy People 2020 Leading
Health Indicator.

The prevalence of current smoking among Maine
adults declined between 2001 and 2009, and

the slight increase from 17.3% in 2009 to 18.2%

in 2010 is not statistically significant. While the
current trend is a decline, Behavioral Risk factor

0%

2006 2007 2008 2009 2010 2020

Target

Surveillance System is changing to a new weighting

Adults 18-24 34.5 33.2 317 29.2 219 19.5

method and inclusion of cell phone survey data, and

—l—  Alladults

16.1 15.1 145 13.0

preliminary results indicate that these new methods
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Data source: BRFSS

will result in an increase in the current smoking
point estimates. For this reason, the Healthy Maine
goals is a 10% decline rather than a more aggressive
decline to set the target.

Percentage of Adults Who Are Current Smokers, Maine, 2000-2010

50% 1
40%
239

23.8 23.7

30%
20%

10% 7

20.2 18.2 173 18.2 160

2000 2001 2002 2003 2004

2005

2020
Target

2006 2007 2008 2009 2010

Data source: BRFSS
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6. Reduce adolescent tobacco use

Tobacco use is the leading cause of preventable
death in Maine. Historical Youth Risk Behavior
Survey data show that use of any tobacco product
declined significantly between 2001 and 2007 and
has plateaued since then.

6a. Reduce the use of any tobacco products
among 7th & 8th grade students

6b. Reduce cigarette smoking among 7th & 8th
grade students

Percent of 7th & 8th Students Who Use Tobacco Products,
Maine, 2009, 2011

40%

M 2009 2011 M 2020 Target
30%
20%

10% 37 49 4.4 5.3 4.2 3.6

0% —_— [ || -

Any tobacco use Cigarette Use

Data source: MIYHS

6c¢. Reduce the use of any tobacco products among
high school students

6d. Reduce cigarette smoking among high school
students

Percent of High School Students Who Use Tobacco Products,
Maine, 2009, 2011

% W 2009 2011 M 2020 Target
%’ -
22.7 20.7
v 18.6 17.6 155
o .
13.2
N . l
)/O T
Any tobacco use Cigarette use

Data source: MIYHS
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Methodology

1. Reduce the past-year nonmedical use of
prescription drugs

SUB-OBJECTIVES

la. Reduce the percentage of middle school
students who report that they have used
prescription drug without a doctor’s
prescription in the last 30 days.

1b. Reduce the percentage of high school students
who report that they have used prescription
drug without a doctor’s prescription in the last
30 days.

Measure for la&b: Percentages of middle & high
school students who answered one or more times to
the questions “During the past 30 days, how many
times have you taken a prescription drug (such as
OxyContin, Percocet, Vicodin, Adderall, Ritalin, or
Xanax) not prescribed for you by a doctor?”

Numerator: Number of 7th & 8th graders, and

high school students, respectively, who have used
prescription drug without a doctor’s prescription in
the last 30 days.

Denominator: All 7th & 8th graders, and high school
students, respectively, who answered the question
in the MIYHS.

Target setting method: Multiple items were looked
at to determine the target, including a review of
trend data, average decrease or increases. These
were compared to a standard 10% decrease, and
the target was set combined these factors to reach
a realistic goal.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.

lc. Reduce the percentage of adults, 18 and over,
who report having used prescription drugs
without a doctor’s prescription, in the last 30
days.

HEALTHY MAINE 2020

Measure: Percentage of adults who answered one or
more days to the question: “Within the past 30 days,
on how many days did you use prescription drugs
that were either not prescribed to you and /or not
used as prescribed in order to get high?”

Numerator: Number of adults answering the
Behavioral Risk Factor Surveillance System
(BRFSS) survey who answer they used 1 or more
times in the past 30 days.

Denominator: All respondents to the BRFSS survey.

Target setting method: Multiple items were looked
at to determine the target, including a review of
trend data, average decrease or increases. These
were compared to a standard 10% decrease, and
the target was set combined these factors to reach a
realistic goal.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response.

2. Increase the proportion of adolescents never
using substances

SUB-OBJECTIVES:

2a. Increase the percentage of youth who reported
never having an alcoholic drink in their life.

Measure: The percentage of high school students
who answered 0 days, when asked “during your life,
on how many days have you had at least one drink
of alcohol?”

Numerator: Number 9th- 12th graders answering
the question “0 days.”

Denominator: Total number of students who
answered this question.

Target setting method: 10% increase of those never
using.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.



2b. Increase the percentage of youth who reported
never using marijuana in their life.

Measure: The percentage of high school students
who answered 0 times, when asked “during your
life, how many times have you used marijuana?”

Numerator: Number 9th- 12th graders answering
the question “0 days.”

Denominator: Total number of students who
answered this question.

Target setting method: 10% increase of those
never using.

Other notes: Data are statistically weighted to
be more representative of the general student

population of Maine and to adjust for non-response.

2009 data is weighted using the original methods.

2¢. Increase the percentage of youth who reported
never taking a prescription not prescribed to
them in their life.

Measure: The percentage of high school students
who answered 0 times, when asked “during your
life, how many times have you taken a prescription
drug without a doctor’s prescription?”

Numerator: Number 9th- 12th graders answering
the question “0 days.”

Denominator: Total number of students who
answered this question.

Target setting method: Multiple items were looked
at to determine the target, including a review of
trend data, average decrease or increases. These
were compared to a standard 10% decrease, and
the target was set combined these factors to reach
a realistic goal.

Other notes: Data are statistically weighted to
be more representative of the general student

population of Maine and to adjust for non-response.

2009 data is weighted using the original methods.

2d. Increase the percentage of youth who reported
never inhaling to get high in their life.

Measure: The percentage of high school students
who answered 0 times, when asked “during your
life, how many times have you sniffed glue, breathed
the contents of aerosol spray cans or inhaled any
paints or sprays to get high?”

Numerator: Number 9th- 12th graders answering
the question “0 days.”

Denominator: Total number of students who
answered this question.

Target setting method: 10% increase of those
never using.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.

2e. Increase the percentage of youth who reported
never having smoked in their life.

Measure: The percentage of high school students
who answered “I have never smoked a whole
cigarette”, when asked “how old were you when you
smoked a whole cigarette for the very first time”?

Numerator: Number 9th- 12th graders answering
the question “never smoked.”

Denominator: Total number of students who
answered this question.

Target setting method: 15% increase of those never
using.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.
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3. Increase the proportion of persons who need
alcohol and/or illicit drug treatment and
received specialty treatment for abuse or
dependence in the past year

SUB-OBJECTIVES

3a. Decrease the percentage who needed but did
not receive treatment for illicit drug use.

3b. Decrease the percentage who needed but did
not receive treatment for alcohol use.

Measures: Percentage of Maine people 12 and older
identified as being dependent or abusing (a) drugs
or (b) alcohol who did not get treatment for it in the
past year.

Numerator: Of those who the survey identified as
needing treatment, but then said they did not get
treatment.

Denominator: Everyone identified in the survey as
needing treatment based upon positive answers to
specific questions.

Target setting method: 10% reduction.

Other notes: First a person is classified as needing
treatment for drug or alcohol use. There are
multiple questions asked to determine this about
multiple drugs. This classification depends

upon several questions. For alcohol use, needing
treatment is determined by whether they meet
any one of the following three criteria: (1) Alcohol
dependence in the past year, (2) Alcohol abuse

in the past year, or (3) Received treatment at a
specialty facility in the past year. Then it uses the
question that asks about receipt of treatment.
There is also a separate question asking about
receipt of treatment for alcohol use at a specialty
facility, where a specialty facility includes a
hospital (inpatient), rehabilitation facility (in or
outpatient), or mental health center. So a person
in need of treatment for alcohol use but did not
receive treatment (at a specialty facility) is a person
classified with alcohol dependence or abuse and

HEALTHY MAINE 2020

said no to the question about receiving treatment
for alcohol use in the past year. Healthy Maine 2020
will use National Survey on Drug Use and Health
(NSDUH) calculated variables, but Healthy People
2020 is able to use one year of data to determine
the percentage; Healthy Maine 2020 has to use
combined years of NSDUH to get a percentage.

4. Reduce the proportion of persons engaging
in binge drinking of alcoholic beverages

SUB-OBJECTIVES

4a. Decrease the percentage of high school
adolescents who engage in binge drinking.

Measure: Percentage of students who answered at
least 1 day or more to the following: “During the
past 30 days, on how many days did you have 5 or
more drinks of alcohol in a row, that is, within a
couple of hours?”

Numerator: Number 9th- 12th graders answering
the question 1 day or more.

Denominator: Total number of students who
answered this question.

Target setting method: 10% reduction.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.
For High School: Healthy People 2020 uses
Monitoring the Future data, which measures 2 week
drinking. Healthy Maine uses Maine Integrated
Youth Health Survey (MIYHS), which measures 30
day drinking. For Adolescents 12-17: Healthy People
2020 uses National Survey on Drug Use and Health
for 30 day drinking. MIYHS has larger sample size
than either of the two national data sources, for
Maine, and has smaller confidence intervals.



4b. Decrease the percentage of young adults 18-24
who engage in binge drinking.

Measure: Percentage of young adults, ages 18-24,
who answered yes to the question of whether they
had engaged in binge drinking in the past 30 days.

Numerator: Number adults, ages 18-24, answering
the question 1 day or more.

Denominator: Total number of adults, ages 18-24,
who answered this question.

Target setting method: 10% reduction.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. 2009 data
is weighted using the original methods. Healthy
People 2020 uses Monitoring the Future for
national numbers. This data source is not able to

be broken down using one year of data by Maine

by young adults. Healthy Maine 2020 uses the
Behavioral Risk Factor Surveillance System because
it has a larger sample size, smaller confidence
intervals, and are able to run sub-state and/or sub
population data.

4c. Decrease the percentage of all adults who
engage in binge drinking.

Measure: Percentage of all respondents who
answered yes to the question of whether they had
engaged in binge drinking in the past 30 days. Binge
drinking is defined for men as not having five or
more drinks on one occasion and for women, as not
having four or more drinks on one occasion.

Numerator: Number answering the question 1 day
or more.

Denominator: Total number who answered this
question.

Target setting method: 10% reduction.

Other notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. 2009 data

is weighted using the original methods. Healthy
People 2020 uses Monitoring the Future for
national numbers. This data source is not able to be
broken down using one year of data by Maine young
adults. Healthy Maine 2020 uses the Behavioral
Risk Factor Surveillance System because it has a
larger sample size, smaller confidence intervals, and
are able to run sub-state and/or sub population data.

5. Reduce tobacco use by adults

Measure: Percentage of adults who are current
smokers (weighted).

Numerator: Number of adults who are current
smokers (weighted).

Denominator: Number of adults who responded to
the questions on current smoking (weighted).

Target setting method: 10% decline from the 2010
prevalence rate.

Other Notes: Data are statistically weighted to be
more representative of the general adult population
of Maine and to adjust for non-response. This
measure is the same as Healthy People 2020.
However, the data source is different. Healthy
People 2020 uses data from the National Health
Interview Survey, which does not provide state-
level data.

6. Reduce tobacco use by adolescents

SUB-OBJECTIVES

6a. Reduce the use of any tobacco products among
middle school students.

Measure: Percentage of 7th & 8th grade students
who smoked cigarettes or cigars or used chewing
tobacco, snuff, or dip within the past 30 days.

Numerator: Number of 7th & 8th grade students
who said they smoked cigarettes or cigars or used
chewing tobacco, snuff, or dip in the past 30 days.

Denominator: Number of 7th & 8th grade students
who responded to the cigarette, cigar or chewing
tobacco, snuff, or dip questions.
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Target setting method: 10% decline from the 2009
prevalence.

Other notes: Data are statistically weighted to
be more representative of the general student

population of Maine and to adjust for non-response.

2009 data is weighted using the original methods.
Used calculated variable QNANYTOB. There is not
a HP2020 indicator for 7th & 8th grade students,
but this is the same measure that HP2020 used for
high school students.

6b. Reduce cigarette smoking among middle school
students.

Measure: Percentage of 7th & 8th grade students
who smoked cigarettes in the past 30 days.

Numerator: Number of 7th & 8th grade students

who said they smoked cigarettes in the past 30 days.

Denominator: Number of 7th & 8th grade students
who responded to the question on cigarette
smoking in the past 30 days.

Target setting method: 15% decline from the 2009
prevalence.

Other notes: Data are statistically weighted to
be more representative of the general student

population of Maine and to adjust for non-response.

2009 data is weighted using the original methods.

6¢. Reduce the use of any tobacco products among
high school students.

Measure: Percentage of 9th — 12th grade students
who smoked cigarettes or cigars or used chewing
tobacco, snuff, or dip within the past 30 days.

Numerator: Number of 9th — 12th grade students
who said they smoked cigarettes or cigars or used
chewing tobacco, snuff, or dip in the past 30 days.

Denominator: Number of 9th — 12th grade students
who responded to the cigarette, cigar or chewing
tobacco, snuff, or dip questions.

HEALTHY MAINE 2020

Target setting method: 10% decline from the 2009
prevalence.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.
This measure is the same and a HP 2020 objective.
However, the HP2020 uses the national Youth Risk
Behavior Surveillance System (YRBSS) data. Maine
Integrated Youth Health Survey provides a more
representative estimate for Maine than YRBSS.

6d. Reduce cigarette smoking among high school
students.

Measure: Percentage of 9th — 12th grade students
who smoked cigarettes in the past 30 days.

Numerator: Number of 9th - 12th grade students
who said they smoked cigarettes in the past 30 days.

Denominator: Number of 9th — 12th grade students
who responded to the question on cigarette
smoking in the past 30 days.

Target setting method: 15% decline from the 2009
prevalence.

Other notes: Data are statistically weighted to

be more representative of the general student
population of Maine and to adjust for non-response.
2009 data is weighted using the original methods.

References

1. Maine Office of Substance Abuse, The Cost of
Drug and Alcohol Abuse in Maine, 2005. 2007:
Augusta, ME.

2. U.S. Department of Health and Human Services,
How Tobacco Smoke Causes Disease: The
Biology and Behavioral Basis for Smoking-
Attributable Disease: A Report of the Surgeon
General. 2010, Department of Health and
Human Services, Centers for Disease Control



10.

and Prevention, National Center for Chronic
Disease Prevention and Health Promotion,
Office on Smoking and Health.

The Youth Risk Behavior Surveillance System,
US. CDC, [cited 2010 February 10] Available
from: apps.nced.cdc.gov/YouthOnline/App/
Results.aspx?LID=ME

Maine Center for Public Health, Youth Tobacco
Use in Maine. 2010.

Carpenter C, Wayne GF, Pauly JL, Koh HK,
Connolly GN, New Cigarette Brands With Flavors
That Appeal To Youth: Tobacco Marketing
Strategies. Health Affairs, 2005. 24(6): p. 1601-
1610.

Substance Abuse and Mental Health Services
Administration, Office of Applied Studies,
Results from the 2008 National Survey on Drug
Use and Health: National Findings, in NSDUH
Series H-36, Office of Applied Studies, Editor.
2009: Rockville, MD.

Maine Office of Substance Abuse, Office of
Substance Abuse State Prevention Plan. 2004,
Maine Department of Health and Human
Services: Augusta, ME.

King KM, Chassia L, Prospective Study of the
Effects of Age of Initiation of Alcohol and Drug
Use on Young Adult Substance Dependence.
Journal of Studies on Alcohol and Drugs, 2007.
68: p. 256-265.

Substance Abuse and Mental Health Services
Administration, Office of Applied Studies,
The NSDUH report - Alcohol Treatment: Need,
Utilization, and Barriers, 2009, Rockville, MD.
[cited 2011February 10] Available from:
samhsa.gov/data/2k9/AlcTX/AlcTX htm

Office of Substance Abuse. Office of Substance
Abuse Home Page. 2012 [cited 2012 January 3];
Available from: maine.gov/dhhs/osa/index.htm

11.

12.

14.

15.

16.

17.

18.

Partnership For A Tobacco-Free Maine, Maine
Centers for Disease Control and Prevention
Home Page. 2008 [cited 2012 January 18];
Available from: tobaccofreemaine.org,.

Hornby Zeller Associates, Substance Abuse
Trends in Maine State Epidemiological Profile
2011, Office of Substance Abuse, Editor. 2011,
Maine Department of Health and Human
Services: Portland, ME.

. National Institute on Alcohol Abuse and

Alcoholism, Young Adult Drinking. Alcohol Alert,
2006. 68.

National Institute on Alcohol Abuse and
Alcoholism, Underage Drinking: Why Do
Adolescents Drink, What Are the Risks, and How
Can Underage Drinking Be Prevented? Alcohol
Alert, 2006. 67.

Centers for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System, 2010
Prevalence and Trends Data for Maine. 2011.

National Center for Chronic Disease Prevention
and Health Promotion, Division of Adult and
Community Health, Binge Drinking: Nationwide
Problem, Local Solutions, in Vital Signs. 2012, US
Centers for Disease Control and Prevention.

Campaign for Tobacco-Free Kids. The Toll of
Tobacco in Maine. 2011 [cited 2012 January 18];
Available from:
tobaccofreekids.org/facts_issues/toll_us/maine.

Centers for Disease Control and Prevention,
Cigarette Smoking-Attributable Morbidity —
United States, 2000. Morbidity and Mortality
Weekly Report, 2003. 52(35): p. 842-844.

SUBSTANCE ABUSE 119



Appendix A

2012 Maine State Health Assessment Comparison to Healthy Maine 2020 Ohjectives

_ Healthy Maine 2020 State Health Assessment

Demographics

Population by gender and age X
Population by county and public health district X
Population - Hispanic and non-Hispanic X
Population - OMB race categories X
Lesbhian, gay and bisexual HS students (2011) X
Lesbhian, gay and bisexual adults (2010) X
Disability status (2008-2010) X
Living in rural areas (2010) X
Population density (people per square mile) (2010) X
Veterans (2010) X
Military members (Active, National Guard and X

Reserves) (2010)

Socio-economic status

Speak a language other than English at home X
(2006-2010)

Speak English less than very well (2006-2010) X
65+ year olds living alone (2010) X
Less than a high school diploma, GED, or equivalent X
(2010)

Median household income (2006-2010) X
Poverty (less than 100% of the federal poverty X
level) (2010)

Single parent families (2010) X
Unemployment (2011) X
HS graduation rate (2011) X
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_ Healthy Maine 2020 State Health Assessment

General health status and mortality

Health fair to poor (2010) X

Average number of unhealthy days in the past month X
(mental health) (2010)

Average number of unhealthy days in the past month X
(physical health) (2010)

Life expectancy at birth (years) X
Access

Emergency department visits per 100,000 (2009) X
No current health insurance coverage (2010) X X
Licensed primary care physician ratio to total X

population (2010)

Individuals unable to obtain or delay obtaining X X
necessary medical care (2010)

Persons with a usual primary care provider (2010) X X

Community-based organizations providing X
population-based primary prevention services

Cancer

Mammograms (over 50) (2010) X
Pap smears (2010) X
Sigmoid/colonoscopy (over 50) (2010) X
Incidence - all cancers per 100,000 (2009) X
Mortality - all cancers per 100,000 (2008) X
Colorectal cancer incidence per 100,000 (2009) X
Colorectal cancer mortality per 100,000 (2008) X
Late-stage colorectal cancer incidence per 100,000 X
(2009)
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_ Healthy Maine 2020 State Health Assessment

Female breast cancer incidence per 100,000 (2009) X
Female breast cancer mortality per 100,000 (2008) X
Late-stage female breast cancer incidence per X

100,000 (2009)

Late-stage prostate cancer incidence per 100,000 X
(2009)

Lung cancer incidence per 100,000 (2009) X
Lung cancer mortality per 100,000 (2008) X
Tobacco-related neoplasms incidence per 100,000 X
(2009)

Tobacco-related neoplasms mortality per 100,000 X
(2008)

Cancer detected at local stage X

Cardiovascular health

Acute myocardial infarction (AMI) hospitalizations X
per 100,000 (2009)

Hospitalizations of older adults with heart failure as X
the principle diagnosis

Acute myocardial infarction (AMI) mortality per X
100,000 (2009)

Coronary heart disease mortality per 100,000 X
(2009)

Stroke hospitalizations per 100,000 (2009) X
Stroke mortality per 100,000 (2009) X
High blood pressure (2009) X
Adults with hypertension who meet the X

recommended guidelines (healthy weight, reduce
salt, increase physical activity, avoid heavy or binge
drinking)

High cholesterol (2009) X
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_ Healthy Maine 2020 State Health Assessment

Diabetes

Diabetes emergency department visits (principal
diagnosis) per 100,000 (2009)

Diabetes hospitalizations (principal diagnosis) per
100,000 (2009)

Diabetes mortality (underlying cause) (2009)

Adults who have been told by a doctor they have
diabetes (2010)

Adults with diabetes who have had a Alc test 2x
per year (2010)

Adults with diabetes who have had foot exam
annually (2010)

Adults with diabetes who have had eye exam
annually (2010)

Persons with pre-diabetes who are at a healthy
weight

Persons with pre-diabetes who are physically active

Adults with diabetes who receive formal diabetes
education

Emergency Preparedness

Bio-terrorism events and/or submissions to the
HETL (2011)

Health Alert Network Alerts and Advisories

Time necessary to activate designated personnel in
response to a public health emergency via the HAN

Public health events (2011)

Public health emergency hazard and vulnerability
score

Frequency and number of outreach activities to the
community through training and education about
public health emergency preparedness
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_ Healthy Maine 2020 State Health Assessment

Number of trained public health and healthcare X
emergency responders

Unnecessary surge in hospital emergency X
departments during an event with public health
significance

Environmental Health

Particulate matter in the air X
Number of days the Air Quality Index (AQI) exceeds X

100

Carbon monoxide poisoning emergency department X

visits per 100,000 (2009)

Persons served by a community water systems who X X
receive a supply of drinking water that meets the
regulations of the Safe Drinking Water Act

Children with elevated blood lead levels X X
Fluoridated water X
Homes with private wells tested for arsenic X
Homes with elevated Radon X X
Number of homes with an operating radon X

mitigation system for persons living in homes at risk
for radon exposure

Health Care Quality

Ambulatory care sensitive condition hospital X
admissions per 100,000 (2008)

Good communication with the doctor (2009) X

Healthcare-associated methicillin-resistant X
Staphylococcus aureus (MRSA) infections

CLABSI standard infection ratio per 1,000 central- X
line catheter days (2011)

Immunization

Cases/rates of vaccine-preventable diseases X X
(Pertussis) per 100,000 (2011)

124  HEALTHY MAINE 2020



_ Healthy Maine 2020 State Health Assessment

Cases/rates of vaccine-preventable diseases X
(Varicella) per 100,000

Annual flu vaccine for adults (2010) X

Annual flu vaccine for children ages 0-17 yrs X
(2006-2010)

Pneumococcal vaccination (over 65) (2010) X

Meningococcal (MCV4) Vaccination Coverage - X X
Adolescents (2010)

Tdap Vaccination Coverage - Adolescents (2010) X X

Vaccination Coverage - Children Aged 19-35 X X
Months (2010)

Infectious Disease

Animal Rabies (cases) (2011) X
Campylobacteriosis per 100,000 (2011) X X
Cryptosporidiosis per 100,000 (2011) X X
E. coli (STEC) per 100,000 (2011) X X
Salmonella per 100,000 (2011) X X
Tuberculosis per 100,000 (2011) X
Chronic hepatitis B per 100,000 (2011) X
Past and present hepatitis C per 100,000 (2011) X
People with Hepatitis C who know their serostatus X

Lyme disease per 100,000 (2011) X
Chlamydia per 100,000 (2011) X
Gonorrhea per 100,000 (2011) X
Incidence of HIV per 100,000 (2011) X
New HIV diagnoses that are detected late in the X

course of HIV illness

Incidence of AIDS per 100,000 (2011) X

Syphilis per 100,000 (2011) X
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_ Healthy Maine 2020 State Health Assessment

Injury, Intentional

Violent crime rate (2010) X
Suicide deaths per 100,000 (2009) X X
Bullying among high school students (2011) X X
Intentional self-injury high school students (2011) X
Non-fatal child maltreatment (2010) X X
Violence by current or former intimate partners in X X

the past year (2007, 2008, 2010)

Rape or attempted rape (2006, 2009) X X

Injury, Unintentional

Traumatic brain injury related emergency X
department visits per 100,000 (2009)

Traumatic brain injury related hospital discharges X
per 100,000 (2009)

Fall-related emergency department visits among X X
older adults per 100,000 (2009)

Motor vehicle traffic deaths per 100,000 (2009) X X
All poisoning deaths per 100,000 X
Unintentional and undetermined intent poisoning X X

deaths per 100,000 (2009)

Seatbelt use, high school students (2011) X

Seatbelt use, adults (2010) X

Maternal and child health

Children with special health care needs (2009- X
2010)

Autism spectrum disorders (2011) X
Ever breastfed (2007) X
Breastfeeding at 6 months (2007) X
Live births for which mother received early and X X

adequate prenatal care (2010)
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Healthy Maine 2020 State Health Assessment

Low birthweight (<2500 grams) (2010) X
Preterm births

Any contraception use before last sexual intercourse X
- high school students (2011)

Birth control use before last sexual intercourse - X
high school students (2011)

Condom use before last sexual intercourse - high X
school students (2011)

Infant mortality per 100,000 (2009) X
Fertility rate, 15-44 year olds per 1000 (2006- X
2010)

Teen birth rate per 1000 (2010) X
Abstinence from cigarette smoking during the last 3 X
months of pregnancy (2010)

Abstinence from alcohol during the last 3 months of

pregnancy (2010)

Percentage of births for which the pregnancy was X
intended (2010)

Mental Health

Mental health emergency department rates per X
100,000 (2009)

Sad/hopeless - 2 weeks in a row (high school X
students) (2011)

Seriously considered suicide (high school students) X
(2011)

Lifetime anxiety (adults) (2010) X
Lifetime depression (adults) (2010) X
Adults with current symptoms of moderate or severe X
depression (2010)

Alzheimer’s disease, dementia & related disorders X

diagnoses per 1000 (2006)
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_ Healthy Maine 2020 State Health Assessment

Co-morbidity for persons with mental illness (People X X
with depression or anxiety, and any of: diabetes,
asthma, hypertension)

Primary care facilities that provide mental health X
treatment onsite or by paid referral

Healthy behaviors of people with mental health X
issues (fruits and vegetable consumption, physical
activity, heavy drinking, and smoking)

Children with mental health problems who receive X
treatment

Adults with mental health disorders who receive X
treatment

Persons with co-occurring substance abuse and X
mental disorders who receive treatment for both

disorders

Occupational Health

Deaths from work-related injuries (rate per 100,000 X X
employed) (2010)

Non-fatal work-related injuries (rate per 100 full X X
time equivalents) (2010)

Injury and illness cases involving days away from X
work due to overexertion

Injury and illness cases involving days away from X
work due to repetitive motion

Persons who have elevated blood lead concentration X
from work exposure

New cases of work-related, noise-induced hearing X

loss

Emergency department visits for work-related X

asthma

Oral Health

Children who have dental caries experience in their X

primary or permanent teeth. (2011)
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_ Healthy Maine 2020 State Health Assessment

No dental care in last two years (2010) X
Physical Activity, Nutrition and Weight

Household food insecurity (2008-2010) X
Fruit and vegetable consumption among students X
(2011)

Fruit and vegetable consumption among adults X
(2010)

Physical activity - students (2011) X
Students who attend daily physical education (PE)

at school

Sedentary lifestyle - adults (2010) X
Obesity - students (2011) X
Overweight - students (2011) X
Obesity - adults (2010) X
Overweight - adults (2010) X

Public Health Infrastructure and Health Information Technology

Tribal, State, and local public health agencies that
are accredited

Tribal, State, and local public health agencies that
have implemented a health improvement plan and

increase the proportion of local health jurisdictions
that have implemented a health improvement plan

linked with their State plan

Tribal, State, and local public health agencies that
incorporate Core Competencies for Public Health
Professionals into job descriptions and performance
evaluations

Tribal, State, and local public health agencies
that have implemented an agency-wide quality
improvement process

Meaningful users of health information technology
(HIT)
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_ Healthy Maine 2020 State Health Assessment

Respiratory health

Bronchitis and Asthma emergency department visits X
per 100,000 (2009)

Emergency department visits for asthma only X

Chronic lower respiratory disease deaths per X
100,000 (2009)

Chronic obstructive pulmonary disease (COPD) X
hospitalizations per 100,000 (2009)

Current asthma - children and youth (2006-2010) X

Current asthma - adults (2010) X

Substance Abuse

Alcohol-induced mortality per 100,000 (2009) X
Alcohol-related mortality per 100,000 (2001-2005) X
Alcohol use - HS students (2011) X
Binge drinking - HS students (2011) X X
Binge drinking - adults (2009) X X
Chronic heavy drinking - adults (2009) X
Lifetime use of Illicit drug use among HS students X X
(2011)

Marijuana use - HS students (2011) X
Nonmedical use of prescription drugs - HS students X X
(2011)

Past-year nonmedical use of prescription drugs - X X

adults (2011)

Persons who need alcohol and/or illicit drug X
treatment and received specialty treatment for
abuse or dependence in the past year
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_ Healthy Maine 2020 State Health Assessment

Tobacco Use

Secondhand smoke exposure - Kindergarten & 3rd X
grade (2011)

Secondhand smoke exposure - M'S students (2011) X
Secondhand smoke exposure - HS students (2011) X
Current smoking - high school students (2011) X X
Current smoking - adults (2010) X X
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Appendix B

Healthy Maine 2020 Participants

The development of Healthy Maine 2020 involved many people, include Maine CDC staff, contractors
and many stakeholders. The following people were invited to be a part of the process via online surveys
and in-person workgroup meetings. We thank those who participated for their time and expertise.

Overall Coordination

Nancy Birkhimer, Maine CDC, Steering Committee
Chair & Author

Teresa Hubley, University of Southern Maine,
Muskie School, Facilitator & Author

Mark Griswold, Maine CDC, Steering Committee
Chair

Brynn Riley, University of Southern Maine, Muskie
School, Steering Committee

Lauren Ball, Maine CDC, Epidemiologist

Sara Huston, University of Southern Maine,
Epidemiologist

Erika Lichter, University of Southern Maine,
Epidemiologist

Michelle Monroe, Maine CDC, Administrative
Support

Healthy Equity
Lisa Sockabasin, Maine CDC, Workgroup Chair

Madeleine Martin, University of Southern Maine,
Muskie School, Facilitator

Chris Lyman, Maine CDC, Author

Rebecca Petrie, Maine CDC, Author

Kolawole Bankole, City of Portland

Peaches Bass, Maine Department of Labor

Jaki Ellis, consultant

Barbara Ginley, Maine Migrant Health Program
Christina Hastedt, Maine Equal Justice Partners
Christine Hanson, Mid Coast Hospital

Lucky Hollander, consultant

Sharon Leahy-Lind, Maine CDC

Jessica Loney, Mid Coast Hospital

Becca Matusovich, Maine CDC

Al May, Maine CDC

HEALTHY MAINE 2020

Edward F. Miller, American Lung Association of the
Northeast

Kate Perkins, Medical Care Development Public
Health

Toho Soma, City of Portland

Romy V. Spitz, Maine Dept. of Health and Human
Services

Holly Stover, Maine Dept. of Health and Human
Services

Michelle Surdoval, Consultant

Carl Toney, University of New England
Stefanie Trice Gill, Consultant

Clarissa Webber, Tribal Public Health District

Donna Yellen, Preble Street Resource Center

Access
Charles Dwyer, Maine CDC, Workgroup Chair
Judith Feinstein, Maine CDC, Workgroup Chair

Diane Friese, University of Southern Maine,
Muskie, Facilitator

Kathleen Cullinen, University of Southern Maine,
Muskie School, Author

Sara Huston, University of Southern Maine,
Epidemiologist

Sara Gagne-Holmes, Maine Equal Justice Partners
Margaret Gradie, Medical Care Development

Jennifer Gunderman-King, Maine CDC, Office of
Local Public Health

Shannon King, Maine CDC, Family Health
Kevin Lewis, Maine Primary Care Association
Garrett Martin, Maine Center for Economic Policy

Natalie Morse, Maine General Health, Prevention
Center



Debra Wigand, Maine CDC, Workgroup Chair
Wendy Wolfe, Maine Health Access Foundation

Chronic Disease
Debra Wigand, Maine CDC, Workgroup Chair

Kay Dutram, University of Southern Maine, Muskie
School, Facilitator

Bridget O’Conner, University of Southern Maine,
Muskie School, Author

Sara Huston, University of Southern Maine,
Epidemiologist

Robyn Reynolds, University of Southern Maine,
Data Analyst

Alison Green-Parsons, University of Southern
Maine, Data Analyst

Warren Alpern, VA Medical Center

Steve Babirak, Maine Medical Center

Kolawole Bankole, City of Portland, Public Health
Division

Julie Barnes, Mercy Diabetes Center

Sandra Barth, Maine Association of Diabetes
Management Educators

Elaine Beaulieu, City of Bangor

Jodi Beck, Maine General Health Associates
Kathy Beers, Mercy Diabetes Center

Peggy Belanger, Southern Maine Medical Center
Jeff Bennett, Susan G. Komen for the Cure, Maine
Sarah Bickford, Consumer

Rena Gels Birch, Eastern Maine Medical Center
Debbie Blanchette, Office of MaineCare

George Boccia, Togus VAMC

Shelley Bodkin, Calais Regional Hospital

Jim Braddick, Maine CDC

Jay Bradshaw, Maine Emergency Medical Services
Irwin Brodsky, Maine Center for Diabetes
Jo-Anne Bushey, Medical Care Development

Margaret Bushmann, Redington-Fairview General
Hospital

Stephanie Calkins, Four Seasons Family Practice

John W. Chandler, Maine Dept. of Environmental
Protection

Rachel Charette, Power of Prevention

Betsy Chase, Maine Center for Cancer Medicine
Margaret Chavaree, Eastern Maine Medical Center
Linda Christie, ACCESS Health

Barbara Chilmonczyk, Barbara Bush Children’s
Hospital, M.M.C.

Marvin Cling, Passamaquoddy Tribe of Indians
Carol R. Coles, Maine CDC
Fred Corey, Aroostook Band of Micmacs

Christine J Crocker, Maine Indoor Air Quality
Council

Barbara Crowley, Healthy Waldo County

Veronica Currier-Boucher BS, Maine Parent
Federation

Josh Cutler MD, Maine Quality Forum

Anne Marie Davee, USM/Muskie School of Public
Service

Marla Davis, Mid Coast Hospital
Taffy Davis, Franklin Memorial Hospital
Deborah Deatrick, Maine Health

Denise Delorie, Somerset County Association of
Resource Providers

John Devlin, Mercy Diabetes Center

Steve Diaz, MaineGeneral and Maine EMS Medical
Director

Andrew Dionne, Maine Dartmouth Family Practice
Peter Doran, Maine Occupational Research Agenda
Tom Downing, USM Lifeline Center

Peter Driscoll, Amistad, Inc.

Nancy Dube, Maine Dept. of Education

Donald Dubois, Redington-Fairview General
Hospital

Ruth Dufresne, University of New England
Tracy Emerson, Office of MainceCare Services
Deborah Erickson-Irons, York Hospital

Kim Faloon, Millinocket Regional Hospital
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Carol Francis, Houlton Band of Maliseet Indians
Carol Freshley, Mid Coast Hospital

Andrea Fletcher, Maine CDC

Jackie Flynn, Consumer

Dona Forke, Maine Dietetic Association - President
Elizabeth Foley, Medical Care Development

Troy Fullmer, Maine CDC

Lee Gilman, American Lung Association of New
England

Dana Green, St. Joseph Healthcare

Christine Haiss, Maine Breast Cancer Coalition
Deborah Halbach, Maine Academy of Family
Physicians

Andrea Hanson, Indian Township Health Center

Karen Hawkes, Sebasticook Valley Health
Communities Coalition

Eileen Hawkins, Penobscot Bay Medical Center

Christine Hayden, Patrick Dempsey Center for
Cancer Care

Peggy Haynes, Maine Partnership for Healthy Aging
Tara Hill, Maine Cancer Foundation

Amanda Hopkins, Mid Coast Hospital

Rachel Horton White, Office of Elder Services

Joan Ingram, City of Portland, Public Health
Division

Jerolyn Ireland RN, Tribal Public Health Liaison
Bonnie Irwin, Penobscot Community Health Center

Andrea Irwin, Consumers for Affordable
Healthcare

Frank Johnson, State of Maine Employee Health
Lori Kaley, USM/Muskie School of Public Service
Stirling Kendall, Maine CDC

Pat Knox-Nicola, Penobscot Nation Health
Department

Nelson Leavitt, Maine Coalition to Fight Prostate
Cancer

Barbara A Leonard, Maine Health Access
Foundation

HEALTHY MAINE 2020

Lisa Letourneau, Aligning Forces for Quality
Kevin Lewis, Maine Primary Care Association
Allen LI’Ttalien, Eastern Maine Medical Center
Dwight Littlefield, Maine CDC

Dawn MacFarland, Mercy Hospital

Elisa Madore, American Cancer Society
Kathy Malatesta, Mayo Regional Hospital
Becca Matusovich, Maine CDC

Sarah Mayberry, Breathe Easy Coalition
Dervilla McCann, Androscoggin Cardiology
Brenda McCormick, Office of MaineCare/Health
Care Management

Doreen McDaniel, Bureau of Elderly & Adult
Services

Eileen McDonald, MaineHealth

Jane McGillicuddy, Partnership for Healthy
Northern Penobscot

William McPeck, State of Maine Employee Health

& Safety

Lisa McPherson, Eastern Maine Health Care
System

Stephen Meister, Maine CDC
Doug Michael, Healthy Acadia
Susan Miesfeldt, MMC Cancer Institute

Edward Miller, American Lung Association of
Maine

Laurene Moore, Stephens Memorial Hospital
Cancer Registrar

Carmela Moreau, Anthem Blue Cross and Blue
Shield

Nancy Morris, Maine Health Alliance
Natalie Morse, MaineGeneral Health

Ivan Most, University of Southern Maine/
University of New England

Diane Mulkhey, Central Maine Medical Center
Kathy Murray, Maine Dept. of Agriculture
Barrett Newsome, York Hospital

Kip Neale, Maine CDC



Patricia Nurse, MaineGeneral Diabetes and
Nutrition Center

Arlene O’Rourke, Maine General Medical Center
John Ouellette, Aroostook Band of Micmac Indians

Renee Page, Healthy Communities of the Capital
Area

Jasmil Patillo, Maine CDC
Barbara Peppey, Healthy Peninsula

Kate Perkins, Medical Care Development Public
Health

Cynthia Perniece, MaineHealth

Diane Peterson, Mercy Hospital

Scott Peterson, New England Rehabilitation
Hospital

Tina Pettengill, Maine Public Health Association
Shonna Poulin Gutierrez, MAOM, Maine CDC

Kathy Poulin, Maine Office of Elder Services,
DHHS

Beth Pratte, Maine Dept. of Environmental
Protection

Bill Primmerman, Somerset Heart Health

Paul Ranucci, MaineHealth

Burgess Record MD, Franklin Memorial Hospital
Michael Reisman, Beth C Wright Cancer Center

Cynthia Richards, Maine Health, Cardiovascular
Health Program

Vyvyenne Ritchie, Healthy Waldo County

Lucie Rioux, Healthy Lakes Region-People’s
Regional Opportunity Program

Ted Rooney, MaineHealth

Susan Rowan, Beech Hill Consulting

Helen Roy, Southern Maine Medical Center
Lisa Rutstein, Maine Medical Center

Bethany Sanborn, Healthy Portland, City of
Portland

Janet Sawyer, MaineGeneral
Hilary Schneider, American Cancer Society
Molly Schwenn, Maine CDC

Desi-Rae Severson, Maine CDC
Deborah Silberstein, Maine Heart Center
Rebecca Smith, MicMac Service Unit

Ashley Soule, Maine Medical Center Cancer
Institute

Kay Spofford, Sebasticook Valley Hospital
Andy Spaulding, Medical Care Development

Meredith Strang Burgess, Maine State
Representative

Jim Tasse, Healthy Casco Bay

Kini-Ana Tinkham, Family Planning Association of
Maine

Cheryl Tucker, American Cancer Society
Laura Vittorioso, Iris Network

Rhonda Vosmus, Maine Medical Center
Amy Wagner, Medical Care Development

Donna Walsh, Harold Alfond Center for Cancer
Care

Patricia Watson, Stephens Memorial Hospital
Angela Westoff, Maine Osteopathic Association
Albert Whitaker, American Diabetes Association
Pamela White, MicMac Services Unit

Dennise Whitley, American Heart Association -
Northeast Affliate

Catherine Wolfe, Goodall Hospital

Shawn Yardley, Bangor Region Public Health &
Wellness

Sandra Yarmal, Passamaquoddy Tribe at Pleasant
Point

Cindy Young, Maine Medical Partners

Rita Zanichkowsky, AHA/ASA - State Alliances
Director (ME, NH)

Maryann Zaremba, Maine CDC
Linda Zeigler, Penobscot Bay Medical Center

Caroline Zimmerman, Maine Primary Care
Association
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Environmental Health
Andy Smith, Maine CDC, Workgroup Chair

Nancy Beardsley, Maine CDC, Workgroup Chair &
Author

MaryAnn Bennett, University of Southern Maine,
Muskie, Facilitator

Mike Belliveau, Environmental Health Strategy
Center

Christy Crocker, Maine Indoor Air Quality Council
Greg Dugal, Maine Innkeepers Association

Bill Flanders, Maine Coalition of Home Inspection
Professionals

Dick Grotton, Maine Restaurant Association
Steve Levy, Maine Rural Water Association
Jeff McNelly, Maine Water Utilities Association
Ed Miller, Lung Association of Maine

Tim Oland, Maine Coalition of Home Inspection
Professionals

Tina Pettingill, Maine Public Health Association

Matt Prindiville, Natural Resources Council of
Maine

Martha Webster, Maine Dept. Environmental
Protection

Infectious Disease
Peter Smith, Maine CDC, Workgroup Chair

Kay Dutram, University of Southern Maine, Muskie,

Facilitator

Lauren Ball, Maine CDC, Epidemiologist & Author
Mary Kate Appicelli, Maine CDC

Brian Bernier, Maine CDC

Sarah Bly, Maine CDC

Judith Chamberlain, Maine Vaccine Board
Deb Deatrick, MaineHealth

Alexander Dragatsi, Dirigo Health

Kay Dutram, University of Southern Maine
Mark Griswold, Maine CDC

Patty Hamilton, City of Bangor
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Jiancheng Huang, Maine CDC

Evelyn Kieltyka, Family Planning Association of
Maine

Alan Kilbey, Portland Gastroenterology Associates
Kevin Lewis, Maine Primary Care Association
Larry Losey, Brunswick Pediatrics

James Markiewicz, Maine CDC

Becca Matusovich, Maine CDC

Alfred May, Maine CDC

Steve Meister, Maine CDC

Monique Petrofsky, Maine CDC

Chris Pezzullo, Maine CDC

Vicki Rea, Maine CDC

Stephen Sears, Maine CDC

Sydney Sewall, Kennebec Pediatrics

Darcy Shargo, Maine Primary Care Association
Peg Shore, Maine CDC

Anne Sites, Maine CDC

Robert Smith, Intermed

Julie Sullivan, City of Portland

C. Forrest West, Lovejoy Health Center

Shawn Yardley, City of Bangor

Caroline Zimmerman, Maine Primary Care
Association

Injury
Cheryl DiCara, Maine CDC, Workgroup Chair &
Author

Diane Friese, University of Southern Maine,
Muskie, Facilitator

Erika Lichter, University of Southern Maine,
Epidemiologist

Alison Green-Parsons, University of Southern
Maine, Data Analyst

Robyn Reynolds, University of Southern Maine,
Data Analyst

MaryAnn Amrich, Maine CDC

Robert Annese, Monmouth Police Department



Thomas Arnold, Maine Bureau of Motor Vehicles
Jan Avery, Maine Parent Federation
Pierette Ayotte, Maine Dept. of Corrections

Bridget Bagley, Maine Dept. of Health and Human
Services

Brandon Baldwin, Maine Attorney General’s Office

Pamela Belisle, Don’t Shake Jake Awareness
Program

Eric Bellavance, Maine Bureau of Motor Vehicles
Susan Berry, Maine Dept. of Education

Kristine Bertini, University of Southern Maine
Barbara Blazej, University of Maine

Harvey Boatman, Maine Transportation Safety
Coalition

Stacy Boucher, Maine CDC
Angie Byrne, Maine Dept. of Transportation
Jay Bradshaw, Maine Emergency Medical Services

Amy Brook, Community Health and Counseling
Services

Duane Brunell, Maine Dept. of Transportation
Christine Canty-Brooks, , NAMI-Maine

Carol Carothers, NAMI-Maine

Abbe Chabot, Maine State Police

Jason Charland, Medical Care Development
David Clark, Maine Medical Center

Jane Clarkin, Maine Children’s Trust

Julia Colpitts, Maine Coalition to End Domestic
Violence

Marcia Cooper, Brain Injury Information Network

Don Craig, Androscoggin Valley Council of
Governments

Luanne Crinion, Maine CDC

Janet Cummings, Maine Dept. of Public Safety
Mary Cuskelly, Bucksport Schools

Joanne De Campos, Medical Care Development
Rick Desjardins, Maine Bureau of Motor Vehicles
Randy DeVault, Maine Motor Transport Association

Marguerite Dewitt, Medical Examiner’s Office

Debra Dodge, Maine Health Data Organization
Edwina Ducker, Maine CDC

Grace Eaton, RSU 36

Patricia Ellen, Center for Grieving Children

Karen Elliott, Maine Dept. of Health and Human
Services

Marya Faust, University of Maine

Cindy Flye, Maranacook School based Health
Center

Eric Fuller, Maine Motorcyclists Political Action
Committee

Trip Gardner, Penobscot Community Health Center
Danny Gay, consultant
Denise Giles, Maine Dept. of Corrections

Kimberly Gleason, American Foundation of Suicide
Prevention

Steven Greeley, Maine Dept. Of Labor
Jennifer Gunderman-King, Maine CDC
Diane Haley, consultant

Carl Hallman, Maine Dept. of Transportation

Jan Halloran, Maine Dept. of Health and Human
Services

Destie Hohman Sprague, Maine Coalition Against
Sexual Assault

Jayson Hunt, Maine CDC

Leticia Huttman, Maine Dept. of Health and Human
Services

Doug Johnson, University of Maine

George Jones, I11, Maine Transportation Safety
Coalition

Jerolyn Ireland, Tribal Public Health Liaison
Alexandra Kanakis, City of Portland
Alan Kelley, District Attorney’s Office

Marie Kelly, Maine Dept. of Health and Human
Services

Shannon King, Maine CDC
Dale Lancaster, Dept. of Public Safety
John Langevin, University of New England
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Doris Laslie, Central Maine Health Care
Brian Lawrence, Maine Dept. Of Transportation
Sharon Leahy-Lind, Maine CDC

Ann LeBlanc, Maine Dept. of Health and Human
Services

Kevin Lewis, Maine Primary Care Association
Susan Lieberman, Maine Dept. of Education

Robbie Lipsman, Community Partnerships for
Protecting Children, Cumberland County

Dwight Littlefield, Maine CDC

Anna Love, Maine State Police

Christine Lyman, Maine CDC

Pater MacMullan, Veteran’s Administration
Mary Madden, University of Maine

Greg Marley, Medical Care Development

Virginia Marriner, Maine Dept. of Health and
Human Services

Brianne Masselli, Tri-County Mental Health
Services

Becca Matusovich, Maine CDC
Al May, Maine CDC

Jo McCaslin, Maine Dept. of Health and Human
Services

Patrick McFarlane, Health Access Network
Ellen McGuire, Maine Parent Federation
Stephen Meister, Maine CDC

Cindy Mervis, University of Southern Maine
Judith Metcalf, University of New England
Nola Metcalf, Penobscot Bay Medical Center
Barbara Michaud, State of Maine

Margaret Micolichek, Restorative Justice Project of
the Mid Coast

Geoff Miller, Maine Dept. of Health and Human
Services

Becky Miller, Northern New England Poison Center
Patrick Moody, AAA, Northern New England

Mark Moran, Eastern Maine Health

Jeff Morrill, NAMI Maine
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Anna Moses, Eastern Maine Health
Karen Mosher, Kennebec Behavioral Health

Ansley Newton, Maine Dept. of Health and Human
Services

Candice Noble, Elliot Police Dept.

Julie Ontengco, Maine Medical Center

William Paterson, University of New England
Erik Payne, Motorcycle Rider Education of Maine
Sheryl Peavey, Maine CDC

Kristine Perkins, Maine CDC

Malcolm Ray, Roadsafe, LLC

Lawrence Ricci, Spurwink Child Abuse Program
Valerie Ricker, Maine CDC

Joe Riddick, Maine CDC

David Robie, Franklin Community Health Network
Jeannie Ross, Maine Medical Center

Michael Sawyer, State of Maine

Brian Scott, Maine State Police

Steven Sherrets, Maine Dept. of Health and Human
Services

Shelley Sides, St. Joseph’s Hospital

Karen Simone, Northern New England Poison
Center

Joan Smyrski, Maine Dept. of Health and Human
Services

Lisa Sockabasin, Maine CDC

Marcella Sorg, University of Maine

Peter Spears, Maine Dept. of Education
Lauren Sterling, Maine Dept. of Education
Lauren Stewart, Maine Dept. of Public Safety

Holly Stover, Maine Dept. of Health and Human
Services

Richard Taylor, Maine Dept. of Transportation
Nancy Thompson

June Turcott, Central Maine Health Care
Patricia Valeriani

Toni Wall, Maine CDC



Michelle Ward, Maine Dept. of Public Safety

Elizabeth Ward Saxl, Maine Coalition Against
Sexual Assault

Clarissa Webber, Tribal Public Health Liaison

Ron Welch, Maine Dept. of Health and Human
Services

Linda Williams, Medical Care Development

Gary Wolcott, Maine Dept. of Health and Human
Services

Denise Yob, University of Southern Maine
Kathryn Zwicker, Maine CDC

Mental Health
Andrew Finch, Maine CDC, Workgroup Chair
Nancy Birkhimer, Maine CDC, Workgroup Chair

Teresa Hubley, University of Southern Maine,
Muskie, Facilitator & Author

Carol Bell, Healthy Aroostook

Becky Boober, Maine Health Access Foundation
Carol Carothers, NAMI Maine

Andy Cook, Maine CDC

Charles Dwyer, Maine CDC

Cheryl Davis, Kennebec Behavioral Health
Cheryl DiCara, Maine CDC

Jaki Ellis, consultant

Deborah Erickson-Irons, York Hospital

Elsie Freeman, Maine Dept. of Health and Human
Services

Don Harden, Catholic Charities of Maine
Ellie Goldberg, Maine Children’s Alliance

Leticia Huttman, Maine Dept. of Health and
Human Services

Joanne Joy, Healthy Communities of the Capital
Area

Neil Korsen, Kennebec Behavioral Health
Christine Lyman, Maine CDC

Jane Malinowski, Maine Dept. of Health and
Human Services

Geoff Miller, Maine Dept. of Health and Human
Services

Rebecca Morin, Maine Primary Care Association
Karen Mosher, Kennebec Behavioral Health
Arabella Perez, Tri County Mental Health Services
Susan Savell, Sweetser

Joan Smyrski, Maine Dept. of Health and Human
Services

Ron Taglienti, NAMI Maine

Lindsey Tweed, Maine Dept. of Health and Human
Services

Toni Wall, Maine CDC

Ron Welch, Maine Dept. of Health and Human
Services

Darcy Shargo, Maine Primary Care Association

Jay Yoe, Maine Dept. of Health and Human Services

Occupational Health
Leslie Walleigh, Maine CDC, Workgroup Chair
Judith Feinstein, Maine CDC, Workgroup Chair

MaryAnn Bennett, University of Southern Maine,
Muskie, Facilitator

Teresa Hubley, University of Southern Maine,
Muskie School, Author

Al May, Maine CDC

Ivan Most, University of New England

John Rioux, Maine Dept. of Labor

Amy Wagner, Medical Care Development
Leslie Walleigh, Maine CDC

Shauging Xing, University of Southern Maine

Physical Activity, Nutrition and Weight Status
Kristen McAuley, Maine CDC, Workgroup Chair

Jessica Shaffer, University of Southern Maine,
Muskie School, Facilitator

Teresa Hubley, University of Southern Maine,
Muskie School, Author

Sara Huston, University of Southern Maine,
Epidemiologist
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Finn Teach, University of Southern Maine, Data
Analyst

Robyn Reynolds, University of Southern Maine,
Data Analyst

Naomi Anderson Schueker, MaineHealth

Lee Averill, Eastern Maine Healthcare Systems
Doug Beck, Maine CDC

Carol Bell, Healthy Aroostook

Joan Benoit Samuelson

Nancy Birkhimer, Maine CDC

Joe Boucher, Maine Dept. of Education

Pamela Bruno MacDonald, Maine Center for Public
Health

Diane Campbell, Elmwood Primary Care
Amy Carrington, Maine Farmland Trust
Jayne Chase, Maine Dept. of Education
Jamie Comstock, City of Bangor

David Crawford, Maine CDC

Karen L. Curtis, Maine Dept. of Health and Human
Services

Susanne D’Angelo, Maine Dietetic Association
AnneMarie Davee, University of Southern Maine

Amber Desrosiers, Eastern Maine Healthcare
Systems

Jo Dill, Southern Maine Agency on Aging

Dale Douglass, Maine School Management
Association

Mary Ellen Doyle, Maine CDC

Nancy Dube, Maine Dept. of Education

Patricia Duguay, River Valley Healthy Communities
Aubrey Entwood, Maine Chapter AAP

Andrea Fletcher, Maine CDC

Karen Gallagher, Maine CDC

Nancy Grant, Bicycle Coalition of Maine

Cassandra Grantham, MaineHealth

Deborah Halbach, Maine Academy of Family
Phyicians

John Harker, Maine Department of Agriculture
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Matt Howe, Healthy Maine Walks

Steve Johndro, Healthy Androscoggin
Lori Kaley, University of Southern Maine
Marcia Kyle, Penbay Healthcare

Lisa Letorneau, Maine Quality Counts

Wanda Lincoln, University of Maine Cooperative
Extension

Jo Linder, Maine Medical Center

Dawn Littlefield, Maine CDC

Gail Lombardi, Maine Department of Education
Christine Lyman, Maine CDC

Richard Lyons, SAD #22

Alan Majka, University of Maine Cooperative
Extension

Betty Mason, State of Maine
Kristen McAuley, Maine CDC

William C. McPeck, State of Maine Employee
Health

Doug Michael, Healthy Acadia

Mary Moody, Maine Department of Education
Sheila Nelson, Maine CDC

Mark Nutting, Saco Sport and Fitness

Karen O’Rourke, University of New England

Renee Page, Healthy Communities of the Capital
Area

David Pied, Maine CDC

Bill Primmerman, Somerset Heart Health
Donna Richard, Healthy Maine Partnerships
Holly Richards, Maine CDC

Cindy Richards, Maine Health

Emily Rines, United Way of Greater Portland
Mick Rogers, Department of Agriculture
Victoria Rogers, Maine Medical Center

Amy Root, University of Southern Maine
Lisa Ryan, Bridgton Pediatrics

Chris Sady, University of Southern Maine
Dan Stewart, Maine Department of Transportation

Jeff Sturgis, Maine Principals Association



Paula Thompson, Maine CDC
Patricia Watson, Stephens Memorial Hospital
Adrienne White, University of Maine, Orono

Dennise Whitley, American Heart Association,
Northeast Affiliate

Amy Winston, Lincoln County Economic
Development

Mollie Woodson
Debbie Works
Shawn Yardley, City of Bangor

Kate Yerxa, University of Maine at Orono,
Cooperative Extension

Public Health Emergency Preparedness

Kristine Perkins, Maine CDC, Workgroup Chair
& Author

Bill Jenkins, Maine CDC, Workgroup Chair

Kathleen Cullinen, University of Southern Maine,
Muskie, Facilitator & Author

John Ibekwe, Epidemiologist

John Bastin, Central Maine Medical Center
Caity Hager, Maine Primary Care Association
Dwane Hubert, Maine Emergency Management
Agency

Kathy Knight, Eastern Maine Health Care

Paul Weiss, Maine Medical Center

Public Health Infrastructure and Health Informa-
tion Technology

Nancy Birkhimer, Maine CDC, Workgroup Chair
& Author

James Leonard, Maine Department of Health and
human Services, Workgroup Chair

Kathleen Cullinen, University of Southern Maine,
Muskie, Facilitator & Author

Shawn Alfreds, Health Info Net

Len Bartel, Maine Health Access Foundation
Stacy Boucher, Maine CDC

Jessica Fogg, Maine CDC

Dawn Gallagher, Maine Dept. of Health and Human
Services

Jennifer Gunderman-King, Maine CDC
William Jenkins, Maine CDC
Joan Klayman, University of Southern Maine

James F. Leonard, Maine Dept. of Health and
Human Services

Christine B. Lyman, Maine CDC
Becca Matusovich, Maine CDC
Kristine Perkins, Maine CDC
Marty L. Henson, Maine CDC
MaryAnn Amrich, Maine CDC
Paula Thomson, Maine CDC
Sharon Leahy-Lind, Maine CDC

Ellen Schneiter, Maine Dept. of Health and Human
Services

Greg Schueman, Maine Office of Information
Technology

Toni G. Wall, Maine CDC

Reproductive Health
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